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Chapter 1. 
The role of the social sciences in the health development 
of East Africa and Tanzania in particular 
1.1 Aim, significance and background of the study 
The major purpose of this study is to present a sociological analysis of the 
constraints in rural health development in present-day Tanzania. This is 
looked at from the point of view of the health care delivery system on the 
one hand, and the allocation of medical auxiliaries, and their training situa­
tion, on the other hand. 
The approach followed in this study is different from most other studies 
of social scientists in the field of health of developing countries in that: 
a it emphasizes modem health phenomena rather than traditional ones, 
which have been the main concern of anthropology; 
b it focuses on health care and training institutions rather than on diseases; 
с it analyzes problems of rural health development within the context of the 
sociopolitical structures that have determined them, both in the colonial 
and postcolonial period; 
d it examines some important assumptions underlying various theories of 
health behaviour and health development, and documents the important 
linkages between medical social sciences and general theories of develop­
ment and social change. 
The study is based on a long-range public health project in Tanzania, in 
which the author, a sociologist by profession, participated from August, 
1969 to September, 1973. This project was carried out within the framework 
of a technical assistance agreement between the Tanzanian Ministry of 
Health and the University of Nijmegen, the Netherlands. This agreement 
was reached in 1969 after a preliminary visit was made to Tanzania, in 
1968, by some members of staff from Nijmegen University for consultations 
with officials of the Ministry of Health, the Medical Faculty of the Universi­
ty of Dar es Salaam and representatives of the church related organizations, 
in Tanzania known as Voluntary Agencies. 
Under this agreement the University of Nijmegen offered to make avail­
able a public health specialist and a sociologist; during the author's stay in 
Tanzania in the period 1969-1973 the post of public health specialist was 
first occupied by V.F.P.M. van Amelsvoort, Ph.D., who was succeeded by 
J.G.F. Anten in July, 1972. In view of the Tanzanian government's commit­
ment to a policy of placing an increasing emphasis on preventive medicine, 
following considerable political changes towards the end of the sixties, it 
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was agreed that the project would have two main functions. Firstly, it would 
undertake the teaching of public health, especially to student medical auxil­
iaries, who were trained to take charge of primary health care institutions in 
rural areas. Secondly, it would sponsor applied research related to public 
health. The development of this project, known as the Mwanza Programme, 
since the Ministry of Health indicated Mwanza Region to be the focus of its 
activities, can thus be seen as one of various initiatives explored by this Min­
istry to translate its policy of increased emphasis on preventive medicine 
into action. 
During the first two years of the project the teaching efforts were concen­
trated at the training centre for rural medical aids at Mwanza and at refresh­
er and other in-service courses for dispensary staff in and near Mwanza 
Region. In addition, the project staff assisted in the teaching of social and 
preventive medicine at the Medical Faculty of the University of Dar es Sa­
laam, at which both staff members held an honorary lecturership. A con­
siderable amount of time, especially of the sociologist, was also spent on re­
search projects both concerning the functioning of the health institutions of 
the government and voluntary agencies, and the role of the teaching pro­
gramme in public and rural health. 
However, since the opening of the training centres for medical assistants 
and Α-registered nurses at the newly built Mwanza Regional Consultant and 
Teaching Hospital in August, 1971, and at the same time the shift of the 
training centre for rural medical aids from Mwanza town to Sengerema in 
Geita district, major attention had to be given to teaching activities. For this 
reason the Mwanza Programme developed as a predominantly public health 
teaching scheme for various categories of student auxiliaries and also the 
auxiliary graduates in Mwanza Region. This development was formalized by 
means of a modification of the scheme in August, 1972, by which it was 
further agreed that the project staff should assist the Ministry of Health in 
evaluating and developing the curricula of medical auxiliaries, and partici­
pate in the writing of textbooks. 
The fulltime participation, as a sociologist, in such a teaching programme 
was of a rather experimental nature since there was little or no experience 
available in this respect. For a long time the contribution of social sciences 
to medicine has been mainly concerned with research activities. Neverthe­
less, social science courses are now gradually being accepted in the training 
programmes of medical faculties in various African countries and in a small 
number of them this has even led to the appointment of a medical sociolo­
gist within these faculties, as will be described later in this chapter. However, 
the fulltime employment of a sociologist in the teaching programme for aux­
iliary personnel has been almost unique for Africa and elsewhere in the de­
veloping world. There was, therefore, no experience available as to the most 
appropriate contribution of sociology to the teaching of medical auxiliaries 
and the only alternative was to develop our own programmes. In particular 
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a need was felt to develop these programmes for rural health staff to fit the 
situation prevailing in Tanzania, since this country's government, as one of 
the few examples in Africa, had clearly declared its willingness to drastically 
change its development policy in favour of the rural populations in the years 
immediately preceding the project. 
It is the intent of this chapter to outline the significance, at the theoretical 
level, of the study just described, first, by determining the position of medi-
cal social sciences within the overall social research activities in East Africa; 
second, by describing the central themes underlying the research into social 
and cultural aspects of medicine carried out by both social scientists and 
physicians; and third, by indicating the need for a reorientation of the 
medical social sciences. In the final section it is described how the following 
chapters of this study have been organized. 
1.2 Social scientists in the field of health1 
Both colonial and postcolonial Africa has witnessed a considerable output 
of research activities by social scientists. Thus, in the former British territo-
ries a long tradition of social anthropology was established particularly since 
Malinowski and Radcliffe-Brown launched their functional theories in the 
beginning of the twenties. About twenty five years later the development of 
British social anthropology was further stimulated by the creation of various 
social research institutes such as, in East Africa, the former Rhodes-Living-
stone Institute (now the Centre for African Studies and Institute for Social 
Research) at Lusaka, Zambia, in 1938; the former East African Institute of 
Social Research (now Makerere Institute of Social Research) at Kampala, 
Uganda, in 1950, and the Institute of Development Studies at Nairobi, 
Kenya, in 1956. 
However, despite the volume of professional anthropological work in East 
Africa, especially in the period between 1935 till 1960, hardly any research 
focused on the medical field. Admittedly, several studies into various social 
and cultural aspects of medicine have, during that period, been carried out 
by social scientists, especially anthropologists, but largely as a minor part of 
ethnological fieldwork related to a particular so-called "tribal society". 
Some of these studies, however, were theoretically important, and have 
served as an example for other scholars, as was the case of the study by 
Evans-Pritchard (1937) into social aspects of witchcraft and countermagic 
among the Azande. But the majority of these studies were less influential, 
limited as they were in scope and theoretical background. Illustrative of this 
approach is the work of anthropologists2 presented to the Symposium on 
Attitudes to Health and Disease among Some East African Tribes, which 
was held at the former East African Institute of Medical Research, Kam-
pala, in 1959. In addition to this similar work done in Tanzania includes 
studies by Woodburn (1959) among the Hadza, by Wilson (1959) among the 
Nyakyusa, by Abrahams (1959) among the Nyamwezi, by Cory (1960) and 
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Tanner (1959) among the Sukuma, and by Rigby (1962) among the Gogò. 
Further references for Kenya and Uganda can be found in van Luijk (1969) 
and Weisz (1972). 
Contrary to the numerous monographs on "tribal societies" often con-
taining little more than a few notes on the medical system, publications from 
specialized medical anthropological and sociological workers in Africa have 
been very rare. As Read (1957) has noted, for a long time the majority of 
social anthropologists who published or edited material in the field of medi-
cal anthropology were Americans. Moreover, the main geographical areas 
covered by their studies were the American Indian reserves, Latin American 
communities and villages in Northern and South Eastern Asia. General bib-
liographies on medical anthropology (Polgar, 1962; Scotch, 1963; Fabrega, 
1972; Lieban, 1973) and other works (Unesco, 1963) published in later 
years show that this trend has continued up until the seventies, a notable ex-
ception being the studies by Read (1957, 1966). 
The lack of interest in social research applied to the medical field in East 
Africa in the decades following the Second World War can also be illus-
trated by analyzing the work of the various research institutes. From its 
beginning in 1950 until 1970 the Makerere Institute of Social Research 
(1971), which was created as a centre of interdisciplinary and cross-cultural 
research on social, economic and political problems of East Africa, pub-
lished about 55 long monographs, of which only two were devoted to health 
problems. Likewise, the Institute of Development Studies (1973) at Nairobi, 
established in 1956 with the responsibility of initiating research on high pri-
ority social and economic problems of development of Kenya in particular 
and of East Africa in general, has, until the early seventies, made no contri-
bution to this field; of the 170 works published under its "Monograph" se-
ries, 'Occasional Papers" series, "Discussion Papers" series and theses pre-
sented by its staff only two short papers were concerned with a health relat-
ed problem. Furthermore, at the Centre for African Studies and the Institute 
for Social Research and its predecessor, the Rhodes-Livingston Institute, at 
Lusaka, no systematic attempts have been made to carry out medical an-
thropological and medical sociological research, despite the declared interest 
of Gluckman (1945), then director of the Institute, into this field. This lack 
of health research can also be observed from a recent study by Ghai (1974) 
in which he discussed the research orientation and priorities of social 
sciences in Africa in general and sub-Saharan countries in particular. Finally, 
it is significant that until the late sixties virtually no paper on this subject was 
presented at the East African Social Sciences Council Conferences3 which 
have been held annually since 1950. 
From the foregoing review it can be concluded that, for a long time, anthro-
pological and sociological work applied to the medical field has played a mi-
nor role within the total volume of social research activities in East Africa. 
Much of the published work stems from ethnological research in which the 
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health section often received minimal attention. In later years also when 
programmes of various social research institutes were more frequently de-
signed to study problems of social and economic development, health was 
apparently not regarded as a high priority area. Specialized studies by social 
scientists into this field have, therefore, been rare and it is only recently that 
some signs of a development of medical sociology in Africa can be seen. 
Thus, some professors in sociology have taken a special interest into this 
field such as Okedeji (1969) of Ibadan University, Nigeria; Frankenberg 
(1969) of the University of Lusaka, Zambia; and Ndeti (1972) of the Uni-
versity of Nairobi, Kenya. Furthermore, particularly Departments of Com-
munity Medicine have, since a few years, been active in stimulating the de-
velopment of medical sociology by appointing sociologists into their depart-
ments, some of them as lecturers. For example, J. van Luijk, E. Muchunga 
and F. Mburu were engaged at the Medical Faculty of the University of Nai-
robi, Kenya, and A. Raikes and H. Takulia were appointed into the Depart-
ment of Community Medicine at the University of Dar es Salaam, Tanzania. 
At the same time R. Jayaraman was heavily involved in medical sociological 
research for the University of Lusaka. Other social scientists4 working full-
time in the medical field in East Africa in the beginning of the seventies, 
whether within the framework of the Ministries of Health or the universities 
and research institutes, were the economists D. Dunlop (Uganda) and O. 
Gish (Tanzania), as well as the psychologists H. Gosling (Tanzania), J. 
Hoorweg (Uganda) and J. Weisz (Kenya). 
1.3 Central themes of sociomedical research 
In this paragraph we attempt to give a brief description of the studies under-
taken into social and cultural aspects of medicine in East Africa in general, 
and in Tanzania in particular. In this analysis we will include the work not 
only of social scientists but also of members of the medical profession as a 
number of them have contributed substantially to the field of sociomedical 
research. 
Among the various sources available to trace the existing literature on so-
ciocultural aspects of medicine, two are of particular importance. The first is 
Molnos' bibliography (1965) on social research carried out in East Africa 
between 1954 and 1963, in which a small chapter is devoted to problems of 
health and nutrition. The second is van Luijk's voluminous bibliography 
(1969) on sociological and anthropological literature relating to modern and 
traditional medicine in Africa south of the Sahara, which covers most of the 
relevant material published between the twenties and the late sixties. Both 
bibliographies show that so far two broad categories of studies have pre-
dominated; first, those concerning the traditional medical system, and 
second, those related to sociocultural factors in health and disease. These 
categories closely correspond to a classification into what in the general 
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medical anthropological literature (Lieban, 1973; Colson and Selby, 1974) 
is termed ethnomedicine and social epidemiology respectively. 
Historically, the study of the indigenous medical system in Africa has 
been the traditional field of anthropology. These studies on the traditional 
medical system have centered upon the role of the doctor in the traditional 
society and have also been concerned with other aspects of the system such 
as traditional beliefs about the causation of diseases, traditional ideas and 
practices of treatment, and traditional medicine. Typical for the latter ap-
proach are the papers presented to the 1959 Symposium on attitudes to 
health and disease among some East African Tribes, to which we al-
ready referred. Characteristic for most of the participants' contributions 
to this Symposium was their predominant interest in the traditional 
medical system of a particular ethnic group. Thus, their papers covered 
topics like the people's ideas about pregnancy, childbirth, childrearing and 
death; traditional theories of disease causation; traditional practices of treat-
ment and prevention. Other material relevant to the traditional medical sys-
tem in East Africa countries, such as that on the subject of witchcraft and 
sorcery, has been published by Middleton and Winter (1963) and Marwick 
(1965), which studies helped to further develop Evans-Pritchard's theory on 
this subject. Other references on Bantu medical systems in East Africa can be 
found in Gelfand (1964), Weisz (1972) and Conco (1972); the studies of the 
latter two were included in a special issue of Social Science & Medicine de-
voted to health problems in East and South Africa. For Tanzania the work 
done by Imperato (1966) for the Luo, Hatfield (1968) and Reid (1969) for 
the Sukuma, M. and L. Swantz (1969; 1972) for the Zaramo, and J. and M. 
Hautvast (1972) for the Nyakyusa, should be mentioned, apart from the stud-
ies discussed in section 1.2. 
The second major area of research focused on sociocultural factors in 
health and disease, particularly in rural populations, and it is interesting to 
note that this subject has attracted the attention especially of medical investi-
gators who, perhaps pressed by problems in the actual treatment of patients, 
were stimulated to look into non-medical aspects of diseases. As such their 
approach has been different from most of the social scientists who, until re-
cently, have often been undertaking investigations merely as a matter of aca-
demic interest more than anything else. 
Though such studies may have covered a wide variety of problems, most 
of them have tended to fall into five medical categories. The first and most 
obvious of these has been concerned with mental illness and what is often 
called the field of transcultural psychiatry, which owes much to the work of 
Lambo and Collomb in West Africa. With regard to East Africa important 
studies have been done by Smartt (1960), Aall-Jilek (1970) and Swift (1975) 
in Tanzania, and by German (1968) and Orley (1970) in Uganda. Refer-
ences for Kenya, both on this and the following subjects, can be found in van 
Luijk (1974) who, together with Giel, also published about mental health 
problems in Ethiopia (van Luijk, 1971). 
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A second medical category centered upon problems of malnutrition and 
related problems, which, in Tanzania, have particularly been undertaken 
within the framework of the Nutrition Unit of the Ministry of Health. Rele-
vant publications are those by Latham and Stare (1967), Burgess, Maletn-
lema and Burgess (1969) and less recently by Robson et al. (1962). Mono-
graph no. 13 (1971) of the Journal of Tropical Paediatrics and Environmen-
tal Child Health contains detailed information on malnutrition in Uganda 
and recent approaches to this problem. 
The third medical category has been childhood diseases, and Tanzanian 
related work has been done by Ebrahim (1971), and for Uganda and East 
Africa in general by Bennett (1963) and Jelliffe (1970), and also Morley 
(1973). 
The fourth medical category was communicable diseases. These studies 
on the various sociocultural aspects of communicable diseases are of a more 
recent date, and include, for example, those on leprosy (van Etten and 
Anten, 1972) and on tuberculosis (Ndeti, 1972). 
Within this context, it is worth noting a fifth medical category, namely 
family planning and related problems, on which Molnos (1972-1973) has re-
cently published detailed material for various groups of population in East 
Africa. 
As a matter of historical interest two special cases from Tanzania can be 
mentioned of long-term medical research programmes that included social 
surveys. The first is the Kahama Maternal and Child Health District research 
project, which was launched in 1927 with the aim of "enquiring into the 
medical, sanitary, ethnological, sociological, and economic influences bear-
ing on the population in general and the mother and child in particular" 
(Medical Department, 1926: 105). However, the programme had to be 
closed in the early thirties, because of an outbreak of an epidemic of sleep-
ing sickness in the district, and also in the light of the approaching world 
economic depression. 
The second case relates to the work of the East African Medical Survey 
Organization, which was established in Tanzania in 1947, and whose main 
purpose was the undertaking of a long-term research programme in East Af-
rica. This was done in connection with plans of the medical authorities to 
change what was called the bias of curative medicine to a more strictly pre-
ventive one (Medical Department, 1947: 2). Basically, the programme was a 
rural health project, geared to the application of preventive medicine to ru-
ral populations in East Africa, and it was started as a pilot project in Suku-
maland in the Mwanza area. The main aim of the surveys was to obtain in-
formation about factors affecting the pattern of morbidity and mortality of 
the population. The services of social scientists of the former East African 
Institute of Social Research at Makerere were utilized in some cases. The 
following are the most important studies undertaken: 
at Ukerewe and Ukara Islands on the foodhabit patterns in connection 
with malnutrition (E.A. Medical Survey, 1950); 
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in Bukoba distnct on the alleged low reproduction of Haya women as a 
possible consequence of the high venereal disease rate in this area 
(E.A. Medical Survey, 1954 a); 
in Kwimba district on the pattern of agricultural activities in relation to 
the general state of health and to malnutrition in particular (E.A. 
Medical Survey, 1954 b). 
Initially, the East African Medical Survey Organization was based in Malya, 
the headquarters of the Sukumaland Federation, in Kwimba district, but it 
soon moved to Mwanza town. By the mid 1950s it was succeeded by the 
East African Institute of Medical Research being one of the various medical 
research institutes within the newly created East African Common Services 
Organization at Nairobi. From this time the Institute has been largely con-
cerned with research into the epidemiological and clinical aspects of schisto-
somiasis. Within the framework of this Institute the author supervised a 
two-year research programme into social factors governing the transmission 
and control of schistosomiasis (Ruyssenaars, van Etten and McCulIough, 
1973). 
1.4 The need for a reorientation of the medical social sciences 
In contrast to investigations on traditional medical systems, studies on mod-
ern medical institutions have received very little attention amongst social 
scientists in Africa. This phenomenon has not restricted itself to the health 
sector alone, but has been influenced by certain tendencies in anthropology 
and sociology in general. A first condition has been the fact that, for a long 
time, anthropologists in Africa had a monopoly of social science research 
and, moreover, had concerned themselves with the traditional elements of 
rural societies. Maquet (1964) and others have argued that anthropology, by 
focusing on traditional cultures, has helped to create an image of Africa as a 
conglomeration of traditional people. These characterizations of rural popu-
lations as traditional, have also been made by anthropologists working in 
Africa south of the Sahara in the first half of this century, who often regarded 
the "traditional small-scale society" or "tribal society" as the main subject 
of their studies (Gluckman, 1965). These societies were characterized by the 
rather small size of their population and territory, their relative undifferen-
tiation in terms of division of labour and economic specialization, their sim-
ple technology, their cultural homogeneity and their peripheral relationship 
to the wider society. Such studies were carried out with the aim of recon-
structing what was supposed to be the people's traditional way of life. As 
will be argued later this concept of the small-scale society has been widely 
applied in investigations and in the teaching of medical social sciences. 
With the growing interest among social scientists in studies of social and 
cultural change, medical anthropology and sociology also became gradually 
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involved in this field. An important characteristic of these studies was that 
they were concerned with the "modernizing society". In the chiefly socio-
logically inspired literature (Eisenstadt, 1966; Smelser, 1963) the modern-
izing society is conceived as being a society growing towards an in-
dustrial society and at the same time, using scientific and technological re-
sources. Furthermore, it is characterized by the integration of all villages 
and towns into a national society under a highly centralized system of gov-
ernment, and concomitantly by the need for improved communication 
networks, and,finally, by the rise of a bureaucracy to allow the central gov-
ernment to execute its tasks. Typically, in these societies increasing num-
bers of the population are regarded to come to live in towns and to accept 
an urban pattern of life expressed in changing practices and attitudes such as 
in regard to clothing, housing, health and culture in general. Thus con-
ceived, modernization is virtually identified with industrialization, urbaniza-
tion and implicitly westernization. 
These phenomena have also received the attention of anthropologists in 
Africa as long ago as the forties when G. and M. Wilson (1945) published 
their The Analysis of Social Change. This modernization work had the 
characteristic that it focused on the process of integration of tribal societies 
into the "modern" society. 
A variant of these modernization theories in anthropology is the accul-
turation theory which became particularly popular in the forties and fifties, 
as a result of aid programmes to Indian minorities in the United States and 
also aid to developing countries, especially of Latin America. The term ac-
culturation is most commonly used to describe the change from a stage of 
tradition towards modern or western culture. It will be discussed later that 
the acculturation theory has also been popular in medical anthropological 
literature and used to describe changes in the people's orientation from tra-
ditional to modern medicine. Typically, this theory strongly suggests that all 
people will ultimately change over to modern health practices, and emphasis 
is therefore placed on investigating the conditions which resist this change. 
What emerges from these studies is a picture describing rural populations 
as predominantly traditional and urban sections of the population as the 
prototype of the modernizing society. Within this context social change is 
seen as a process of modernization which is started in urban centres and 
which gradually diffuses to the periphery of the local communities in the ru-
ral areas, a theory which is still applied to development problems by authors 
like Shils (1970). 
Though we do not intend to discuss this issue here, we should like to 
point to certain parallels in the concepts of change and development as ap-
plied by social scientists and policy making authorities in regard to develop-
ing countries. For example, as will be discussed at length for Tanzania, the 
emphasis in social and economic planning has, for a long time, been placed 
on the development of urban infrastructures, such as in the field of educa-
tion and health, and an important principle for agricultural development 
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was the "focal point approach" (Iliffe, 1971: 38) recommending the concen-
tration of resources to certain areas or particular groups of farmers. It is 
only relatively recently that Tanzania, as one of the very few countries in 
Africa, has accepted as its policy that the potentiality of the country's devel-
opment is to be localized in the broad masses of the rural areas. 
This brief outline sketch has described the general context within which an-
thropological work related to the field of health has been carried out in East 
Africa. From this description the dominant interest of medical anthropology 
in traditional aspects of medicine can be more clearly understood as well as 
the fact that it has thus helped to create an image of the African rural popu-
lation as chiefly traditionally oriented in matters of health5. This proposi-
tion will be further elaborated in Chapters 3 and 4 when discussing theories 
of utilization behaviour and health innovation among rural populations. 
What remains to be done here is to assess, in general terms, the contribution 
which social sciences have made in the health development in East Africa. 
In so doing, we will make a distinction between three broad areas to which 
social sciences can be applied: first, traditional medical systems, second, so-
cial epidemiology and third, organization of health care (Frankenberg, 
1969). 
Within this context, one of the most significant observations one can 
make is that the main role of the social sciences in medicine has mainly 
been, and still is, seen, by both physicians and social scientists, as that of in-
forming medical people about the traditional African society. For example, 
this general identification of social sciences with the traditional aspects of 
society and of medicine has been clearly expressed by Read (1957) review-
ing the need of social anthropology's contribution to public health programs, 
as recognized by the medical profession, the WHO and social anthro-
pologists themselves. Her own view, in this and a later publication, under-
lines the social scientist's orientation to the traditional aspects of medicine 
such as "food taboos, birth practices and child-rearing, folk medicine and 
its use, the skills used by traditional practitioners, and so on" (1966: 123). 
Another interesting example is reported by Frankenberg who assumed 
that WHO consultants, who recommended the teaching of sociology in the 
medical school in Lusaka, Zambia, would have been quite likely, if asked to 
justify their recommendations, "to be unable to do so except along the lines 
that tribal survivals are important in African society" (1969: 573). 
A similar opinion is held by Gelfand whose main aim of lecturing, on 
what he calls medical anthropology to medical students in Rhodesia, is to 
inform them about the relationship between medicine and custom (1964: vi). 
This idea is also implicit in the suggestions given by King while discussing 
how expatriate doctors working in developing countries can obtain a "cross-
cultural outlook in medicine": read some anthropology; see if there have 
been any specific studies of the tribes in the area and read them; make the 
acquaintance of any anthropologist working in the vicinity; obtain an insight 
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into the local culture (including with regard to attitudes and practices of the 
community in matters of health and disease as well as the traditional system 
of medicine (1966: 4:4). 
These examples have shown that the emphasis in anthropological work on 
the traditional aspects of African societies, has created corresponding expec-
tations about the role of social sciences in medicine. In Chapter 4 it will be 
discussed how in the teaching of medical auxiliaries, lectures on social as-
pects of medicine often have a similar role to play. 
The interest in the second type of studies, analyzed in 1.3, is of a more re-
cent date. Typically, these studies have in common that they are oriented to 
diseases, and this reflects the tendency of both physicians and social scien-
tists in the past decades to study social and cultural aspects of diseases rath-
er than of the modern health care system itself. Illustrative of the interest 
in this field of social medicine and epidemiology are the recent publications 
of volumes on health and disease in various parts of Africa: The Uganda At-
las of Disease Distribution (Hall and Langlands, 1968), Health and Disease 
in Chad (Buck et al., 1970), Health and Disease in Africa (Gould, 1971), 
containing the proceedings of the 1970 East African Medical Research 
Council Scientific Conference on community aspects of communicable dis-
eases, Health and Disease in Kenya (Vogel et al., 1974), Mental Health and 
Disease in Africa (Swift and Asuni, 1975). Furthermore, a review of articles 
published in the East African Medical Journal, or other journals containing 
material relevant to East Africa such as Tropical and Geographical Medi-
cine, show a predominant interest of authors for social and cultural aspects 
of diseases. 
This emphasis on disease corresponds lo a tradition in sociology (anthropol-
ogy) which is called sociology (anthropology) in medicine as distinct from 
sociology (anthropology) of medicine (Strauss, 1957; Lieban, 1973). Typi-
cally, sociology in medicine is concerned with social and cultural factors af-
fecting diseases and their treatment as well as social consequences of dis-
eases. It concentrates, therefore, on the patient and his sick role. However, 
the sociology of medicine is applied to the organization of medical care and 
is particularly concerned with the structure of health services, the role of 
health workers as well as their training. 
Unfortunately, research into this latter field of health services and health 
manpower has, in Africa, received relatively little attention. This lack of in-
terest can not be considered accidental, but is coherent with the way in 
which health problems in developing countries are viewed. One interpreta-
tion, commonly held by economic health planners and administrators, is 
that the main health problems are due to lack of funds to finance health care 
and training institutions. Improved health development is thus regarded to 
be directly resulting from an increased national income. Another dominant 
interpretation, often representing the opinion of medical workers and also 
social scientists, in particular those supporting the modernization theories 
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described above, seeks to localize the main cause of these problems in the 
people's behaviour, especially of the rural population. 
What these two approaches have in common is that they tend to overlook 
certain mechanisms at work within the health system itself and the broader 
political and social context in which this system operates. This is, for exam-
ple, expressed by the fact that hardly any research is concerned with issues 
of institutional development. Also illustrative for this state of affairs is that 
the literature on development problems in the context of health largely deals 
with diseases as correlates of a poor state of economic development (Aujou-
lat, 1969; King, 1966), as consequences of particular development projects 
(Hughes and Hunter, 1970), or as resulting from processes of urbanization 
and migration (Benyoussef et al., 1974). On the other hand, little attention is 
paid to the impact of health institutions on the rural population, or the rural 
orientation in training schemes, with the noticeable exceptions, in regard to 
Tanzania, being the studies by Segali (1972), Gish (1973b) and Schulpen 
(1975). 
Yet, it can be argued that the structure of health services as well as the at-
titude of the medical profession may be equally important factors impeding 
a balanced development of the health sector. Indeed, the thesis we will de-
velop in this book is that in Tanzania it has been the urban bias of the health 
structure and the emphasis on the hospital sector, which have greatly con-
tributed to the poor state of the rural health services. 
It is this field of sociology of medicine which is given major attention in 
the study presented here and which development is regarded to be sociolo-
gy's main contribution in the field of health in developing countries. In fact, 
it can be argued that the dominant interest of social scientists in traditional 
aspects of medicine and, in recent years, the orientation to diseases rather 
than to the organization of health care have prevented them from making 
any real contribution to the formulation of health services and health man-
power development policies of East African governments. 
1.5 Organization of the study 
In this study analysis is made of problems in rural health development in 
Tanzania from the point of view of both the health care delivery system and 
the manpower allocation and training situation. Within this context the 
study attempts to interpret these problems within the framework of the so-
cial sciences, first, in that it will provide an analytic explanation by describ-
ing the health system within the country's social and political context; sec-
ond, in that it will focus on structural and cultural factors within the health 
service system itself, and third, in that it intends to identify the concepts of 
health development applied by social scientists or implicit in their theories. 
This chapter has provided some background for the latter discussion. 
Before analyzing some of the present-day problems in the provision of ru-
ral health services in Tanzania, we will, in Chapter 2, give an historical out-
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line of the country's health policies both during the colonial and postcolonial 
period and ,in particular, describe them against the background of the overall 
development policies carried out over the years. It is shown that the major 
attention of health authorities was for a long time focused on the urban-
based hospital sector of the health services rather than on the primary care 
institutions in the rural areas, and it is argued that this situation can be seen 
as a necessary corollary of the colonial society. An outstanding feature of 
this colonial structure was the division of the country into a dominant cen-
tral government, which largely covered European interests, and a dependent 
local government system representing the interests of the African population 
in rural areas. It will be described how this structure of colonial society, 
which has remained unchanged during the greater part of the period of In-
dependence, has formed the most important explanation for the underdevel-
opment of the rural health services. As will be discussed, it is only relatively 
recently that this concept of health development has been replaced by one 
which centers upon the rural sector, in line with fundamental changes in the 
government policy of Tanzania following the Arusha Declaration in 1967 
and subsequent policy documents outlining the main features of a socialist 
rural society. 
The source material used in describing the health services during the colo-
nial period consists, first of all, of general policy documents apart from 
health policy documents. A second source of material, which we intended to 
seek specifically, were reports describing in particular the health activities of 
local governments. It was significant for the position of the rural health ser-
vices to observe that the latter information was largely lacking in the annual 
reports of the Medical Department, and that most documents had tended to 
concentrate on the activities of central government. 
Most historical documents studied were found in libraries of the Institute 
of Commonwealth Studies, the Foreign and Commonwealth Office, the Pub-
lic Record Office and the British Museum, all of them in London. 
Chapter 3 focuses on problems in the health care delivery system in rural 
areas with particular reference to the distribution and utilization of health 
facilities. Central in this analysis is the need to study problems in the use of 
health facilities from the point of view of the inadequacies in the health care 
delivery system. To this end, an attempt is made, first, to examine the dispar-
ities in the availability of health resources between the rural and urban 
parts of the country, basing ourselves mainly on statistics provided by the 
Ministry of Health. 
The second purpose is to study the pattern of utilization of health facili-
ties. Within this context we will start by reviewing the social science litera-
ture on health utilization in order to study the various models of utilization 
and to look into the theoretical and methodological shortcomings of utiliza-
tion studies carried out so far. After that we will provide empirical material 
on the use of hospital and primary care services. The significance of this 
material is that it has not only been drawn from a population-based study, 
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as has been the usual approach of social scientists, but also from health in-
stitution-based studies. 
This presentation is followed by a discussion of the research findings and 
the implications of these models of utilization for an approach to promote 
real health development. In this connection it will be described how variants 
of the modernization theory have been applied to the study of utilization be-
haviour. 
Chapter 4 analyzes problems of rural health from the point of view of the 
manpower policy and the training situation, especially in regard to medical 
auxiliaries who form the main cadre of rural workers in medicine. In order 
to clarify the position of the medical auxiliary within the health structure an 
attempt is made to identify the basic concepts of health manpower develop-
ment applied during the colonial period and to describe how these have 
changed in the course of Independence. In addition, an analysis is made of 
the extent to which the recent shift in the government policy towards rural 
development has affected the task of the medical auxiliary. 
It will be shown how the observations thus made, point to important 
changes taking place in Tanzania, in that the medical auxiliary has moved 
from a marginal to a central position within the health structure, and in that 
his role is gradually defined as to be more concerned with front line rather 
than hospital care, and with public health carried out in the villages rather 
than curative medicine given at the health institutions. 
Empirical material is presented to show how this new role definition is 
being accepted. The material is drawn from surveys carried out by the au-
thor in various training centres of medical auxiliaries in Tanzania. The focus 
of these surveys is on the public and rural health orientation of the students. 
The results of this investigation are then interpreted within the wider con-
text of a more general discussion on constraints in rural health development, 
in particular by analyzing firstly, the value system underlying the health 
structure introduced from western countries, which still seeems to dominate 
among both health workers and health administrators, and secondly, the 
health workers' attitudes towards the rural population. Within the context of 
the latter subject it is discussed how the application of certain theories of so-
cial change can possibly lead to an elitist bias in rural health work. 
In a concluding section of this chapter some recommendations are given 
for the selection and training of medical auxiliaries. 
Chapter 5 discusses the major implications of this study, both at the theo-
retical and policy level. It is followed by a summary of the main findings 
and the conclusions. 
No attempt is made to provide a general background of Tanzania since vari-
ous publications are available describing historical, political and socioeco-
nomical aspects of the country. For an excellent reader on general political 
issues in Tanzania one is referred to Socialism in Tanzania edited by Cliffe 
and Saul (1972-1973). 
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NOTES 
1 The literature which we have reviewed in sections 1.2 and 1.3 generally refers to 
the East African countries Kenya, Uganda and Tanzania in particular; in some ca­
ses it also includes relevant work published on Zambia and other sub-Saharan 
countries covered by research institutes described in this chapter. No attempt is 
made to make a complete bibliography; in case of more publications by the same 
author, the most recent one has, as a rule, been included in the bibliography. 
2 Following were the authors of papers presented and the tribes described: Abra­
hams, R.G. (Nyamwezi); Gerlach, L.P. (Digo); Perlman, E.H. (Toro); Sommerfeit, 
К. (Konjo); Southwold, M. (Ganda); Spencer, P. (Samburu); Weatherby, J.M. 
(Sebei); Wijeyewardene, G.E.T. (Swahili); Woodbum, J.C. (Hadza). 
3 A full list of papers presented to these Conferences between 1950 and 1970 was 
published in: Makerere Institute of Social Research (1971). 
4 Demographers are not included. 
5 For a discussion of the conservative trend in medical anthropological studies in 
Latin America see: G. Bonfil Batalla (1966), Conservative thought in applied an­
thropology: a critique, Human Organization, 25, 89-92. 
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Chapter 2. 
An historical outline of rural health policies in Tanzania 
Though the main emphasis of this book is on the provision of rural health 
services and the organization of training programmes in independent Tanza-
nia, it would be impossible to understand this situation without a review of 
the health development during colonial days. The history of the country's 
health service has so far been described by Clyde (1962), Zucchelli (1963), 
Titmuss et al. (1964) and Beck (1970), but all these publications suffer from 
two major shortcomings. Firstly, as we mentioned before, historical descrip-
tions of the health services in Tanzania have tended to focus on the activities 
of central government, which were largely concentrated in urban areas. 
Consequently, the authors have not provided sufficient information to ade-
quately describe the rural health services which were the responsibility of 
the local governments, as we will explain later. A second shortcoming is that 
these studies have not taken into account the broader context of the eco-
nomic and social development policy of the colonial government. However, 
as we will show, this policy determined the pattern of health services in such 
a decisive way that a description of these services without the relevant back-
ground information would become meaningless since no valid explanation 
would be given of the specific way in which the health services in general 
and those in the rural areas in particular have been developed. 
This study intends to fill these gaps in information and as a result will 
provide new data for a reinterpretation of the history of health services in 
Tanzania. 
The first part of this chapter will briefly describe the overall development 
policy of the colonial government before the Second World War, especially 
its socioeconomic, administrative and fiscal sections since these seem to 
have been of major importance in shaping the country's health service. After 
that a description is given of the development of the health services in the 
same period, and particular attention is paid to the position of the rural 
health services in relation to the urban health sector. It is followed by an 
analysis of the health policy within the framework of the overall develop-
ment policies between the Second World War and Independence in 1961. In 
the last section of this chapter, we will seek to analyze the country's health 
policy during various stages of social and economic development since Inde-
pendence. 
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2.1 The sociopolitical framework of rural health development before World 
War li 
Crucial to understanding the problems of health development in Tanganyika 
in the first half of this century is its relation to the economic, fiscal and ad-
ministrative policy of the colonial government. Scholars of African history 
and Tanganyika's history in particular (Oliver and Fage, 1966; Hatch, 1969; 
Uiffe, 1971) agree that the most fundamental and consistent policy of both 
the German and British colonial government was to draw the country as far 
as possible into the international economy by developing it as a producer of 
primary products for the world market. This was done by encouraging Eu-
ropean settlers to establish plantations, such as for the production of sisal, 
and by stimulating Africans to produce cash crops, though this was done in 
Tanzania less intensively then in Kenya. In both the settler and cash crop 
sectors the emphasis of colonial government in economic development was 
on exploiting the country's resources for the benefit of Europe. The major 
characteristic of the economy was therefore its dependence on external 
influences and its concomitant domination by Europeans. 
Iliffe (1971) has indicated how towards the end of the thirties Tanganyika 
was divided into three types of economic regions, all of them ultimately fo-
cused on export production, but with varying consequences for the pattern 
of development in the different regions. First, there were the export produc-
ing areas of the sisal estates, which were concentrated in the Northern and 
Tanga Provinces, and the cash crop areas around Moshi in the Northern 
Province (with coffee), around Mwanza, Musoma and Bukoba in the Lake 
Province (cotton and coffee) and around Rungwe district in the Southern 
Province (coffee and tobacco). A second type of economic region was 
formed in places surrounding the cash crop and plantation areas, and whose 
main function was to supply the cash crop producers and plantations with 
food and other services. The third type of economic region consisted of pe-
ripheral areas which either supplied migrant labour, especially to the planta-
tion areas, or were left in isolation from the country's economy, due to an 
unsuitable environment or transport problems. The best known migrant la-
bour supplying regions were Kigoma and Tabora in the Western Province 
which alone supplied nearly 60 per cent of the contract labourers recruited 
in Tanganyika around 1930. Another important migrant labour supplying 
area was the Southern Highland Province. The Central Province has for a 
long time been known for its unfavourable ecological conditions and as a re-
sult has been almost neglected by the colonial government. 
This economic system had serious implications for the overall develop-
ment process in the various regions. Clearly, the pattern of regional special-
ization, as described above, has had positive effects on the development of 
export producing areas in particular and for this reason one cannot overlook 
the progress made in these areas. On the other hand, it has also had far 
reaching negative consequences especially for regions which, as a result of 
17 
their specific position in the economic structure, had no alternative but to 
become backward due to a considerable depopulation, economic stagnation 
or isolation. For this reason these regions can be said to have emerged as 
areas of structural underdevelopment characterized by a state of deprivation 
resulting from the specific economic structure of the country at that time. 
As will be shown later this distinction between areas of development and 
underdevelopment will provide a useful instrument in analyzing the pattern 
of health services during colonial days. 
An analysis of the fiscal policy of the British colonial government during 
this period also presents useful information for looking at some of the prob-
lems of the health services, particularly in rural areas. Following its policy 
towards an export-based economy, the colonial government created for the 
inhabitants an opportunity for cash incomes, which could then be taxed 
either from labour in the plantation industry or from sales of cash crops and 
food. The main objective of this imposition of direct taxation was to make 
the country economically self-supporting and to avoid the provision of fi-
nancial assistance for stimulating local development. The implication of this 
policy, notably for social and other services, was that they could not be ex-
tended unless they were paid for by the inhabitants. At the same time, it was 
claimed that the amount of taxes contributed to the general revenue by the 
various sections of the population should determine the limit to which cer-
tain services, particularly social services of education and health, should be 
provided for these sections (Hailey, 1956: 643). However, the taxable ca-
pacity of the population in many parts of the country was extremely limited 
and it was, in fact, in the export producing areas and among the European 
and Asian communities in the towns that the highest amounts of taxes were 
collected. As a result these sections of the population could claim a relative-
ly larger share from the general revenue for the provision of services. There-
fore, the system of taxation and the way in which money was allocated out 
of taxes tended to reinforce the pattern of unequal development described 
above. In the next section, dealing with the structure of administration we 
will discuss the system of taxation and its relation to the health services in 
greater detail. 
For a long time the provision of medical care in Tanganyika has been the re-
sponsibility of both central and local government, in some areas with the 
collaboration of missions and other agencies. Since the responsibility for ru-
ral health services was traditionally vested with the local authorities, it is im-
perative to analyze their position in more detail prior to describing the devel-
opment of these services. 
Civil administration in Tanganyika was preceded by a period of military 
occupation by German troops as from 1884. In the course of this occupation 
military stations were built, first in the coastal areas and later inland, and 
these gradually developed into regional headquarters of German adminístra-
le 
Map 2. Provinces and districts of Tanganyika, 1947 
lion. With the arrival of the British in 1918 civil administration was estab-
lished, and from that time emphasis was placed on building up the basic 
structure of central government administration in all regions and districts. 
The establishment of military stations, followed by the development of ad-
ministrative centres, marked the beginning of towns, to which European civil 
servants were posted. It was also these administrative centres in which the 
bulk of the central government activities, though limited in themselves, were 
concentrated. The main concern of the central government in the first de-
cades of the century was, apart from the maintenance of law and order, the 
provision of government buildings including the housing of expatriate offi-
cials, the construction of roads, and the provision of water facilities (Oliver 
and Fage, 1966: 207). At that time other functions of government were ei-
ther nonexistent or extremely limited, as was the case with medical services, 
which were only provided for the European population and a small number 
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of African government employees. Thus, coverage of central government ac-
tivities was very limited, both geographically and functionally. 
The establishment of local authorities by the Native Authorities Ordi-
nance of 1926, originated from changing ideas about colonial policy in Brit-
ish territories in general and East Africa in particular. Thus, colonial gov-
ernments were encouraged to embark on a policy which would emphasize 
developing the territories rather than merely ruling them, and to accept an 
extension of their functions. In doing so the colonial government should 
centre on the indigenous population and start with the development of agri-
cultural, educational and medical services in particular. Local authorities 
were therefore established to help implementing this policy. 
A major characteristic in the conception of local government as proposed 
by the British government was the idea of ruling the Africans indirectly 
through their traditional leaders in their own areas. This system of govern-
ment was known as Indirect Rule and it changed the position of these lea-
ders markedly. The functions of these local authorities were administrative, 
financial and judicial. The administrative functions were many, such as 
constructing roads, establishing schools and providing public health and 
medical facilities (dispensaries), but most prominently in view were the 
maintenance of law and order. To this end rules were made and enforced, 
covering a wide field of people's behaviour - often of public health relevance 
-. According to Ordinance no. 18 of 1926 the powers and duties of the 
local authorities were described as follows: 
"The Native Administration is empowered to issue orders to be obeyed 
by natives within his jurisdiction for, among other purposes, prohibi-
tion, restriction or regulating the manufacture, distillation, sale, trans-
port, distribution, supply, possesion and consumption of intoxicating li-
quors; 
preventing the pollution of the water in any stream, watercourse or wa-
terhole, and preventing the obstruction of any stream or watercourse; 
preventing the spread of infectious of contagious diseases, wether of 
human beings or animals, and for the care of the sick; 
prohibiting, restricting or regulating the immigration of natives from or 
to the area under his authority; 
requiring the birth and death of any native within his jurisdiction to be 
reported to him or such other person as he may direct; 
for the purpose of exterminating or preventing the spread of tsetse fly; 
requiring any native to cultivate land to such extent and with such 
crops as will secure an adequate supply of food for the support of such 
native and of those dependent on him; 
for any other purpose, which may, by notice published in the Gazette, 
be specially sanctioned by the Governor, either generally or for any 
particular area"1. 
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In establishing the Native Treasuries by the Ordinance of 1926 the local au-
thorities were also charged with the collection of taxes. However, as Hailey 
(1950: 219) reports the bulk of the proceeds varying from 60-80 per cent 
was allocated to the central government, leaving the local authorities with a 
portion of the tax collection of an average 40 per cent as a maximum. 
This system of allocating money out of taxes, had, of course, serious con-
sequences for the local authorities as agencies for the supply of certain pub-
lic services. On the one hand, central government absorbed the greater part 
of the tax collection, whereas it provided a limited quantity of services for 
small sections of the population, particularly in towns, as we discussed be-
fore. On the other hand, a small portion of the tax collection was available 
for the local authorities who exercised responsibility in the rural areas over 
the greater part of the population. This situation was aggravated by the fact 
that the allocation of the tax formed the chief financial source for the local 
government's activities supplying about 70 per cent of their total resources. 
The remaining 30 per cent were received from benefits of receipts from the 
local court and from a variety of other sources such as ferry and market 
fees, licenses for brewing beer, apart from grants-in-aid which usually con-
tributed little to the total revenue. For example, the total amount of reve-
nues of Native Treasuries in all Provinces in 1939 was £ 214.576 of which 
£ 151.963 was from the share of hut and poll tax, 
£ 49.739 from other recurrent revenue, and 
£ 12.874 from non-recurrent revenue (grants-in-aid)2. 
Not only were the resources available for the development of the local au-
thorities' services low as compared with those of central government, but 
there was also the complicating factor of the differences in taxable capacity 
between the various regions determining the limit of services as was dis-
cussed before. This factor naturally influenced the standard of the social ser-
vices provided by the various local authorities and can said to have been re-
sponsible for the main differences in the pattern of distribution of these ser-
vices over the country. It needs little imagination to understand that, given 
the economic and fiscal policy of the colonial government, rural social ser-
vices tended to develop better in cash crop areas than anywhere else. We 
will discuss this issue in greater detail in section 2.2. 
While analyzing the sociopolitical context of the rural health sector a further 
remark should be made about the financial relations between central and lo-
cal government. Earlier we mentioned that local governments were estab-
lished with the aim of changing government's interest towards development 
activities for the African population under their own leaders. In practice, 
however, they were primarily used by central government to maintain law 
and order for the benefit of central government, to collect taxes, to make 
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rules and enforce them, and to introduce other measures, for which they be-
came increasingly unpopular in their own areas. Furthermore, local authori-
ties merely consisted of individual chiefs or councils of chiefs, who were ap-
pointed by central government, rather than chosen by the local people, a 
system which existed almost until Independence (Dryden, 1968). 
Regarding the financial relations between central and local government 
we have already discussed how, as a result of the way in which direct taxa-
tion was levied and allocations of proceeds were made, central government 
was favoured heavily. 
Finally, the administrative structure tended to support this dependency of 
local authorities from central government. The basic unit of colonial admin-
istration was the district, which enclosed the so-called tribal areas ruled by 
one or more local authorities. At this district level, however, administrative 
officials (always expatriates) were appointed to act as local representatives 
of central government to exercise control over the way local communities 
governed themselves. These circumstances may explain that, as Austen 
(1968: 210) has described for regions in north-west Tanganyika, the initia-
tive in virtually all development activities came from the European side. 
From his research he also concluded that the transfer to the local authori-
ties, during the 1930's, of various agricultural, market supervision, education, 
forestry, medical, veterinary, and public work responsibilities, might have 
been useful in providing savings from the territorial budget, but had led to 
little real expansion of the chiefs' control over local affairs. 
2.2 The development oj rural health services until World War If 
The aim of this section is to analyze the development of the health service 
under local government from its beginning in the middle of the twenties un-
til the Second World War. It will be shown that the expansion of the rural 
health services was linked up with the economic, fiscal and administrative 
aspects of colonial government discussed before. Prior to this we will briefly 
describe the general health policy under the German and early British ad-
ministration as it influenced the position of the rural health service 
markedly. 
The introduction of medical services into Tanganyika came with the pene-
tration of the German military forces on the coast towards the end of the 
nineteenth century. Thus, small hospitals were opened in Tanga, Pangani, 
Bagamoyo, Zanzibar, Dar es Salaam, Kilwa, Lindi and Mikindani between 
1885 and 1890 to treat the Germans fighting with Wismann's Schutztruppe 
or trading on Zanzibar island and the mainland. Military expeditions inland, 
which were started around 1890 to control the trade routes to the western 
and southern parts of the country, originated the establishment of other hos-
pitals in places like Tabora, Mwanza, Bukoba, Iringa and Mbeya (Clyde, 
1962). These military stations gradually expanded into headquarters of the 
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Source: Post-War Development - Medical Department, 19^9. 
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German administration and so attracted civil servants and, in some areas, 
also farmers to settle. The arrival of this group of Europeans and their fami­
lies meant a further demand for hospital facilities. Therefore, it can be con­
cluded that the development of modern medical services in the beginning of 
this century was typical of a colonial society, in that a hospital network was 
established to serve the European community, whose members were largely 
concentrated in urban areas of the country and particularly in the coastal 
zone. 
At first the British colonial administration also confined the provision of 
medical services to the need of their own establishments (Hailey, 1956: 
1067). It expanded the network of hospitals along with the building up of 
general administrative services into the regions and districts. In this way the 
hospital system was developed as part of a complex of services under the re­
sponsibility of central government in particular. As a result the number of 
government hospitals increased considerably from about 30 in 1920 to 55 in 
1930, but after this period hardly any hospitals were added for the next fif­
teen years due to the international economic crisis in the thirties and the 
subsequent Second World War. In most administrative centres facilities of 
central government were gradually extended sufficiently to make some pro­
vision for the Asian and African population - in this order. Efforts were 
taken, however, to strictly separate these facilities from the European ones, 
whether by building new wards in already established hospitals or by erect­
ing complete new hospitals as was the case in the larger towns. 
The case of the urban and racial bias of the medical services, especially 
the hospital system in the first half of this century, can be documented from 
data compiled by the end of the Second World War. 
First of all, in the period under review almost all hospitals had been built 
in urban areas or the headquarters of the local administration, as is shown in 
Table 2.1. A further analysis of these data shows that over 2,000 beds or 
about 50 cent of the total number were classified into Grade I and Grade II 
type of hospitals, which were located in the larger towns such as the capital 
city and the provincial capitals. At the same time only 821 beds or less than 
one quarter of the total number was allocated to Grade Г type of hospitals, 
which were classified as "foci for the rural health services"3 and on which 
the great majority of the population had to rely. Following the pattern of 
hospital services, the distribution of medical practitioners was also in favour 
of urban areas as is shown in Table 2.2. Apart from the medical practition­
ers working with the government, those in private practice should also be in­
cluded in the category of urban-based workers, and together they consist of 
nearly 80 per cent of the total number of practitioners in the country. No 
practitioners were working with the local government. 
Another characteristic of the government's medical service was that it fa­
voured the non-African population. As Table 2.3 shows for 1944 hospital 
beds were divided amongst racial groups of the population and there was an 
average rate of over 2000 beds per 100,000 of the European population as 
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against slightly more than 100 beds per 100,000 of the African population. 
This division of the hospital system according to racial groupings was main-
tained until Independence. 































Source: Post-War Development - Medical Department, 1949. 









































Source: Post-War Development - Medical Department, 1949. 




There was a clear trend towards inequality in the distribution of medical ser-
vices, not only between the urban and rural areas, but also between the vari-
ous regions within the country, largely depending on their position in the eco-
nomic structure. Statistics for 1947 (Table 2.4) show that there was a con-
centration of government hospital beds first of all in the Eastern Province, 
where the capital city is located, secondly in the Lake Province, and thirdly 
in the Tanga and Northern Provinces. Moreover, there was an overrepre-
sentation of beds for the European and Asian population in the Eastern and 
Northern Provinces. On the other hand there was a relatively low quantity 
of government hospitals beds available to people in the Central, Southern, 
Southern Highland and the Western Provinces. 
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Source: Annual Report for the Medical Department, 1947. 
A special note should be made about the missions, which as early as the pe-
riod of the exploration in Africa, established western curative medicine, par-
ticularly for the treatment of the slaves. During the German period they 
build only a few hospitals, but added more under the British administration. 
By that time the colonial government regarded itself as the main institution 
providing medical services allowing the missions to assist temporarily, espe-
cially in the rural areas. Their contribution towards the hospital services 
before the Second World War was therefore relatively low. Towards the end 
of the thirties they had about 15 hospitals, 17 medical practitioners or 11 
per cent of the total number and about 2,000 hospitals beds. Moreover, mis-
sionary activities also tended to be concentrated in a few areas, especially in 
the Southern Province, which by 1947 had more than one third of the total 
number of mission hospitals beds; another third of these beds was located in 
the Lake and Tanga Provinces. On the other hand they had much less beds in 
























































From these data it can be concluded that towards the end of the thirties 
there was an uneven distribution of facilities and medical staff in that they 
were concentrated in the urban areas and in more developed regions like the 
Eastern, Tanga, Northern, Lake as well as the Southern Provinces. On the 
other hand, the provision of medical facilities in the less advanced Central, 
Western and Southern Highland Provinces was relatively poor. 
In the late twenties a new type of medical station was brought into develop-
ment by the establishment of dispensaries for the provision of first aid and 
simple treatment in the rural areas, under the responsibility of African staff. 
The creation of this dispensary system was made possible by the establish-
ment of the Native Authorities in 1926 which were also given the task of 
providing medical and public health facilities. Thus, from this time the gov-
ernment health services included two distinct organizations with differences 
in responsible authority, coverage, scope of work and staff as will be ex-
plained later. 
A number of factors led to the development of the dispensary system in 
the country in this particular period. First, it was the result of changes in the 
policy of colonial government, aiming at the promotion of development proj-
ects particularly in the field of agriculture, education and health under the 
responsibility of local governments. Second, the development of dispensa-
ries had been stimulated by succesful mass campaigns such as those against 
sleeping sickness and yaws - by that time common diseases in various parts 
of the country - , which had created a demand for western medical facilities 
by the rural population. As the Lake Province was affected particularly, the 
first series of dispensaries were built in this area and for this reason this 
Province continued to show a concentration of dispensaries for a number of 
years. Apart from a political and a medical factor, a third one can be men-
tioned which reflects certain economic interests. This concerned the need for 
a healthy African labour force to work for the European plantations. It was 
no longer thought sufficient to stimulate the migration of labour to the plan-
tations, through the imposition of direct taxation, but it was considered cru-
cial to the production process to keep the migrant labourers in good 
health. To this end the labourers were fed by the plantations and also the 
provision of medical services in the sisal areas of Northern and Tanga Prov-
inces were established. 
In general the Native Authorities responded well to the call for develop-
ing their own medical services. These rural services grew rapidly in the late 
twenties and the early thirties, but there was minimal development in the 
dispensary services, as was the case with the hospital services, in the greater 
part of the thirties and forties due to poor financial conditions. As a result 
the progress in the rural services rendered by the dispensaries was reversed 
as can be seen from the following figures: in 1926, when the dispensary sys-
tem under the Native Authorities was established, 35 units were completed, 
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in 1929 already 247 and in 1931 285; from this year until 1936 its number 
was raised by 12 only, and by 1941 the country had 314 dispensaries. 
During the period under review there were also problems in the distribu-
tion of rural medical services. Since the start of the dispensary system in the 
Lake Province there was a considerable concentration of dispensaries in 
these regions containing about 35 per cent of the total number (Table 2.6). 
The establishment, in the late thirties, of 3 out of 4 schools for the training 
of dispensary staff in this Province tended to reinforce this development. 
However, there were more general factors at work in determining the pat-
tern of distribution of rural medical services as it existed towards the end of 
the thirties. As McKenzie (1948), in his review of the dispensary system be-
tween 1926 and 1946 reported, rural medical services developed best in rich 
areas, apparently referring to the cash crop plantation areas in the northern, 
north-western and southern parts of the country. 





























































Source: Annual Reports for the Medical Department for the respective years. 
In fact, this pattern of distribution of rural medical services was the result 
of a fiscal policy towards the local authorities. As a matter of principle, the 
colonial government did not make direct investments into the local author-
ities' health services before World War II. Its view as to the financing of these 
services, as well as other services, was to have them financed from the local 
authorities' own revenue. For example in a discussion on the development of 
the health services towards the Second World War, Scott, Director of Medical 
Services in Tanganyika from 1935 to 1945, commented on Lord Hailey's 
idea that "social services must be extended, but they must be paid for" in 
the following way: "I regard this remark as a confirmation of the existing 
policy of the government which is to relate the extension of the medical ser-
vices in any individual area to the capacity of the population of that area to 
pay for the extended services"4. A similar view on the development of the 
local authorities' medical services was expressed in the 1940 report of the 
Central Development Committee which was formed in 1938 to present a 
framework for a long-range development policy of the territory: 
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"In our view, therefore, the process of development will more readily 
be stimulated by increased medical services in areas where the popula-
tion shows a keen desire to improve the standard of life, has an ambition 
to that end, and is prepared to work to attain it, and in the field of 
medical endeavour, no less than that of agriculture, it will be preferable 
to concentrate in the first place on areas likely to respond to increased 
facilities rather than to spread the effort over a field too wide to be 
covered adequately by the resources that can be made available. This 
reopens the issue of financial responsibility . . . Our recommendation is 
that, in principle, the ultimate responsibility should rest upon local 
funds" (Italics of the author)5. 
These quotations from official sources clearly demonstrate two points. First, 
that the government did not wish to give financial assistance to local author-
ities which were considered to be fully responsible for financing their ser-
vices. However, their budgets, drawn from their small shares of the direct-
taxation did not even allow for a minimum level of medical services6. Ac-
tual expenditure on medical care and sanitation by the local authorities dur-
ing the thirties had reached an average of 10 per cent of their total budget. 
There were, however, considerable variations as can be seen from figures for 
1939 (Table 2.7) which show an expenditure of about 10-14 per cent in the 
export producing areas of the Southern Highlands, Eastern, Lake and Tanga 
Provinces, and about 3-7 per cent in the remaining Provinces. 
The second point reflects the tendency of colonial government to regard 
the financial capacity of an area to pay for its services as a measure of inter-
est for these services, which had gradually led, on the part of the govern-
ment, to accepting a policy of favouring the so-called "progressive" areas 
and, by implication, of underdeveloping other areas. 












































Source· Administration Report for the year 1939. 
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Having described the rural health services within the context of local gov-
ernment we are now able to compare the volume of these services with 
those of central government, and on this base evaluate the rural health poli-
cy. Fundamental to understanding the position of the rural health services in 
the period under study was the lack of public finance, caused by the colonial 
government's policy of economic self-support for the territory on the one 
hand and its fiscal policy which was heavily geared towards supporting cen-
tral government's activities with their urban bias on the other hand. Thus, 
external financial assistance for health projects through the Colonial Devel-
opment Fund, which was established in the twenties to help special devel-
opment schemes from England, did not play an important role. For exam-
ple, by 1940 less than three per cent of the total health expenditure was 
from assistance by this Fund (Table 2.8) and the money was usually 
given to help finance special projects such as anti-sleeping sickness 
campaigns, a nutrition survey etc.. Furthermore, health expenditure by the 
local authorities did not exceed ten per cent of the total health expenditure 
in the country between 1926 and 1945, despite the fact that the number of 
patients treated by them gradually increased to a level above that of central 
government (Table 2.9). This clearly demonstrates, therefore, the different 
financial position between the hospital-centred health organization of 
central government and the rural dispensary system of local government. 
Table 2.8 Health expenditure by various agencies, 1940 
Agency * Expenditure in £ 
Provision by central government . 193,321 
Provision by local authorities 22,580 
Provision by Colonial Development Fund 6,000 
Total 221,901 
Source: Administration Report for the year 1940. 
Both central government and local government did not only have their 
own type of health care system, they also had their own type of institutions 
for the training of the necessary staff. The training of African medical staff 
dates back to the end of the twenties, when central government built the 
first school for hospital assistants, the later medical assistants, in the capital 
city of Dar es Salaam. Between 1935 en 1940 similar schools were built by 
missionary organizations in Bumbuli (Tanga Province), Minaki (Eastern 
Province) and Ndanda (Southern Province), the latter lasting for a few years 
only. On the other hand, local authorities were made responsible for estab-
lishing schools for the training of dispensary staff. The first formal training 
of this type was for rural medical aids and it was started in the late thirties. 
* Expenditure by missions and private companies are not included. 
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Schools were built in Bukoba, Mwanza and Musoma, all in the Lake Prov-
ince, and in Tukuyu, Southern Highlands Province, but those in Bukoba 
and Musoma did not last for more than two years, due to lack of finance of 
the local authorities concerned. 
Table 2.9 Expenditure on medical services and number of patients treated by central and 
local government, 1926-1945 




































































































































Thus, before World War II two types of medical auxiliary staff existed in 
Tanganyika: the hospital assistant, who was allocated to the hospital service, 
both of central government and missionary organizations, and the rural 
medical aid, who became part of the dispensary service under the local au-
thorities. This situation, therefore, underlined the relatively unfavourable 
position of the latter organization as far as the financial resources for the 
training of manpower, and the qualification of staff, were concerned. 
Evidence shows that there was also a rather negative attitude of the Medi-
cal Department of central government towards the dispensary system as it 
was being developed. As is reported by McKenzie (1948), it was seen as 
having met a political demand, but which costs were hardly justified. More-
over, the service had allegedly grown far too quick, but could offer little of 
medical value, also due to the low standard of training and lack of supervi-
sion. For these reasons, the Medical Department was in favour of restricting 
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the scope and activities of the dispensaries, whereas representatives of the 
Provincial Administration and the local authorities wanted to expand these. 
In conclusion, the main characteristics of the colonial health service in Tan-
ganyika before World War II can be summarized as follows: 
1 the predominance of the hospital system under central government as the 
basic resource for health care delivery, followed by the establishment of a 
dispensary service under local government, about 45 years after the 
first hospital was built; 
2 the unequal distribution of both hospitals and dispensaries over the vari-
ous parts of the country; 
3 the subordinate position of the dispensary services as the main health sys-
tem for rural areas, in line with the subordinate position of local govern-
ment to centra] government; 
4 the lack of cooperation between central and local government health or-
ganizations, whereas there was a growing tendency of such cooperation 
between central government and the missionary organizations (Schulpen, 
1975: 53); 
5 the delay in the extension of health services, both of central and local gov-
ernment, in the thirties and the first half of the forties due to the interna-
tional economic depression and World War II. 
2.3 Health policies 1945-1961 
The years of the Depression and the subsequent World War had called for a 
new approach in dealing with national and international problems of eco-
nomic and social development. First of all, there was a general consensus 
about the increasing need of state intervention in economic and social af-
fairs. This tendency affected colonial policy in that governments were en-
couraged to take the initiative in planning the development of the countries 
concerned. As a result Iongterm development plans became a common fea-
ture of colonial administration during and after the war. 
There was also a change in the political climate in that there was a con-
siderable pressure, in particular from the newly created United Nations, for 
a more progressive policy aimed at the promotion of socioeconomic devel-
opment in the colonies. This situation, together with the changing role of 
the government in controlling development, called for a considerable in-
crease in public finance after World War II particularly from external 
sources. Thus, in Britain, the Labour Government granted larger sums, 
through its Colonial Development Fund, to its African dependencies (Oliver 
and Fage, 1966: 222). Initially there was also a change in the pattern of 
expenditure to the extent that in the new development plans, more emphasis 
was placed on social services, particularly education and health. For exam-
ple, by 1951 over 40 per cent of the expenditure included in the develop-
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ment plans for the British territories was allocated to social development 
(Hailey, 1956: 1325). 
The tendencies described above were also reflected in the various measures 
taken by the Colonial Administration of Tanganyika in the period pre-
ceding and immediately following the War, with the aim of promoting socio-
economic advancement. In a series of development plans drawn up after 
1940, long term programmes for economic development, as well as social 
betterment, were presented to correct the delay in progress that had been ex-
perienced in the period between the First and the Second World War. The 
major emphasis for development, proposed in the plans, was on the conser-
vation and utilization of natural resources including agriculture and water 
supply. Furthermore, the development plans stressed the need to expand the 
provision of social services, particularly education and health, and finally 
the provision of adequate communications. Moreover, the financing of these 
projects was increasingly done on the account of the Development Fund, as 
can be seen from Table 2.10. Furthermore, Table 2.11 shows a similar con-
tinuing steady increase in development funds being made available for medi-
cal and health services. 
Table 2.10 Expenditure on national projects by Territorial and Development Plan Account, 
1947-1950 
A. Territorial Accoltili 
Medical Dept. £ 
Total expenditure Terr. Account 
B. Development Plan Account 
1. Conservation and development 
of natural resources 
2. Communication 
3. Social services 
4. Miscellaneous 
5. Development commission 
Total expenditure Dcv. Ace. 
Expenditure of В in 










































Source: H.M.G. Report on Tanganyika Territory to the U.N.O. for 1949. 
However, our intention is to find out to what extent the rural health ser­
vices in particular were affected by the post-war development efforts in Tan­
ganyika. To this end we will briefly review the health sections of the various 
development plans and other policy documents drawn up between 1940 and 
1961. 
There is first of all the 1940 Report of the Central Development Commit­
tee7, which for the first time in the country's history, offered a framework for 
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a long-term development policy. The health section in this report was based 
on recommendations submitted to the Committee in 1938 by Scott, then Di-
rector of Medical Services in his Memorandum on Medical Policy8 of 1938. 









































Source: H.M.G. Report on Tanganyika Territory to the U.N.O. for 1949. 
In view of the Medical Director's opinion that the health organization at 
that time was suffering from too great a degree of fixation at the headquar-
ters stations, coupled with the fact that medical work was greatly curtailed 
since the Depression, one of the Committee's main recommendations was to 
extend the medical services, especially of hospitals, into the districts. This 
would require the provision of additional personnel, particularly medical 
officers from overseas, who could be engaged primarily in the supervision of 
district work. The extension of medical services would also demand the in-
crease in African subordinate personnel and it was suggested to extend the 
training facilities, particularly for the more highly trained cadres. The Com-
mittee recommended therefore the establishment of a central medical 
school, together with a new hospital, in Dar es Salaam for the training of 
hospital assistants and nurses. 
The Committee further recommended the extension of the native authori-
ties' responsibility in the matter of medical services by exercising full au-
thority over their staff in the dispensaries, and by taking over the 91 govern-
ment dispensaries. Thus, the Committee opposed itself to the widely held 
opinion in the Medical Department, that the dispensary system of the native 
authorities should be consolidated rather than expanded, and that the dis-
pensary service should be transferred to the control of the Medical De-
partment. 
However, the Committee recommended at the same time, in line with the 
general fiscal policy, that the provision of the necessary finance for develop-
ing the dispensary service should also be the responsibility of the local 
authorities thus making it difficult for them to implement the Committee's 
proposals. According to the report there was "an obligation upon general 
revenue (of central government) to maintain medical services to a certain 
minimum, on humanitarian and administrative grounds. The question is 
whether facilities over and above the minimum level should, in principle, be 
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financed from local revenues of the area affected or from central funds. Our 
recommendation is that, in principle, the ultimate responsibility should rest 
upon local funds"9. 
This opinion largely explains why, in the Committee's proposals, rural 
medical services play a very insignificant role. The most urgent recommen-
dation was the establishment of a new central hospital in Dar es Salaam 
combined with a medical school for the training of hospital assistants and 
nurses, in other words the training of staff to be employed in the hospital 
sector. In addition, proposals were submitted, at the request of the Northern 
Province Development Committee, for a training school of rural medical 
aids at Moshi, but on the unfortunate condition that funds were to be pro-
vided by the native authorities concerned. Another proposal was to give fi-
nancial assistance towards rural medical services by providing a sum of 
£ 12,000 to be spread over ten years or £ 1,200 annually for the whole coun-
try which was in sharp contrast with the total amount of money, i.e. about 
£ 355,000 to be reserved for projects of central government, also over a pe-
riod of ten years. These were classified as follows:10 
Classification of expenditure Capital Recurrent 
1. hospitals and laboratory buildings especially the new hospital 
in Dar es Salaam £ 148,800 £ 52,750 
2. staff and housing £ 20,000 £ 200,000 
3. training of Africans (medical school and hostels) £ 29,550 £ 62,906 
4. special preventive campaigns £ 86,555 £108,195 
5. sewerage and drainage in Dar es Salaam £ 70,000 
£ 354,905 £423,851 
As can be seen from these data emphasis was on the development of the 
hospital sector through the building of hospitals, houses and training facili-
ties, and on concentrating these and other services in Dar es Salaam. 
In later reports, such as the Memorandum on the future development of 
medical services of 194211 and the Notes, supplementing the 1942 Memo12, 
the recommendations regarding the extension of the medical service involv-
ing extra personnel and the training of African personnel, particularly for 
the hospital services, were repeated and supplemented. In a following docu-
ment entitled An outline of post-war development proposals" published in 
1944, only slight modifications were recommended though the budget itself, 
particularly for capital expenditure, was increased considerably. For exam-
ple, the total sum allocated for capital expenditure in health over a period of 
ten years was increased from £ 355,000 to £ 812,000, but since the propor-
tional allocations to the various projects such as treatment and training facil-
ities for the hospital sector remained the same, this increase did not affect 
the rural health services. 
Meanwhile the idea was accepted that development projects would have 
to be financed by assistance from overseas apart from the territory's own re-
35 
sources, and for this reason grants were increasingly given from the Colonial 
Development Fund. Thus, in the new Ten-Year Development Plan14 pub-
lished in 1946, a sum of £ 1,000,000 out of the estimated capital costs of 
£915,000 and recurrent costs of £2,089,000 for health expenditure would 
be financed from this Fund, while the remaining costs would be financed 
from the country's own resources. However, though the plan introduced a 
new method of financing development schemes, it did not alter the priorities 
in the already proposed schemes themselves. Therefore, the position of the 
rural medical services in the national health policy remained unchanged. 
This was also shown by a Memorandum of the Director Medical Services, 
written in 194615 in which priority was given to the expansion of hospital 
services including the new hospital and training school in Dar es Salaam. 
In 1948 a committee was appointed under the chairmanship of G.K. Whit-
lamsmith to draw up proposals to form the basis of future policy in regard 
to the rural medical services. In this Report of the Rural Medical Services 
Committee16 it was suggested that the rural medical services would be di-
vided into higher grade centres to be known as Grade "A" and grade "B" 
dispensaries. Grade "A" dispensaries would be under the supervision of a 
medical officer of central government and would also need to be financed 
from central government, whereas grade "B" dispensaries would be the full 
responsibility of the native authorities. The Committee further recom-
mended that the Mwanza and Tukuyu training centres for rural medical aids 
would be taken over by the central government in 1949. However, the for-
mer proposal of the committee was cancelled in 1949 after a review of the 
medical services, carried out by Dr. Pridie, Chief Medical Advisor to the 
Colonial Office, had shown that the great majority of the existing rural 
medical stations were located outside the area in which supervision by a 
medical officer was considered to be practical. They would, therefore, have 
ceased to be the responsibility of central government with regards supervi-
sion and training. 
The Pridie Review of Medical Policy of Tanganyika of 1949" aimed at 
revising the ten-year plan drawn up in 1946. In Pridie's opinion "the short-
age of British European staff, professional and non-professional, was the 
greatest single factor militating against development of the medical and 
health services and particularly with regard to rural medical services"18. It 
was therefore accepted "that the only satisfactory answer to the problem 
was to provide sufficient medical inspecting staff to keep all rural medical 
centres under constant supervision"19. At the same time, he suggested that 
the training schemes for medical assistants and rural medical aids should 
gradually be brought up to one common standard, together with developing 
dispensaries into rural health centres with a preventive medicine bias20. 
However, his major concern was on the improvement of curative medicine 
particularly at the hospital level, both for treatment and training facilities. 
On the other hand, improvement of the local authorities' medical services 
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was thought to be the result of supervision by central government staff, rather 
than of the expansion of the services themselves, the training programmes 
and schemes of financial assistance. There was therefore no comprehensive 
plan drawn up within the framework of Pridie's proposals to support the ex-
tension of the rural medical services. 
During the fifties medical services were developed on the basis of the 
principles laid down in the Pridie report. Thus, according to A Draft Plan 
for the Development of Medical Services 1956-196121 curative services had 
advanced substantially during the period 1950-1955, and it was proposed 
again "to devote by far the greater part of the capital sum available from de-
velopment sources to the expansion of hospital services"22. Training facili-
ties, particularly for nurses and midwives had also increased. However, as a 
result of declining prices for the country's products on the world market, gov-
ernment revenues began to fall in 1956 which necessitated a curtailment in 
expenditure and 'it was in the social services that the trend towards increase 
in expenditure was to be most severely restrained"23. According to annual 
reports between 1956 and 1960 this unfavourable financial climate domi-
nated health development throughout the period as can also be concluded 
from the following figures showing a decrease in government development 
expenditure: 
1955/56 1956/57 1957/58 1958/59 1959/60 
Development expenditure 
on health and social 
welfare in £ 000 346 419 309 291 228 
This trend was also encouraged by the increasing numbers of Africans who 
went into parliament and who then stressed the need for expenditure on eco-
nomic development and education as first priorities (Titmuss et al., 1964: 
26). This will make clear that the relatively rapid development of medical 
services, which took place in the early 1950's, was not possible in a later pe-
riod and it was even difficult to maintain the services at the existing level. 
On the other hand, there was a considerable increase in the number of mis-
sion hospitals, particularly after an appeal by the Roman Catholic Church 
to missionary organizations to take up medical work (Schulpen, 1975:101). 
The period of financial stringency also affected the rural health services in 
various ways. Following central government's policy in the early fifties to 
link up the opening of new dispensaries with the availability of qualified ru-
ral medical aids and supervising staff, the growth of dispensaries was limited 
for some time24. 
There was also a delay in the implementation of the rural health centre 
programme, as envisaged in the Pridie report, and new proposals for estab-
lishing a rural health centre service were included with some priority in the 
five-year development plan 1956-1961. According to this plan 40 health 
centres would have to be constructed towards the end of the plan period and 
they would be the responsibility of the local authorities. However, due to a 
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chronic shortage of funds, experienced by these authorities, the programme 
fell behind schedule. The first ten health centres were built in 1958 and by 
1961 only 22 of these centres were in existence. Moreover, there was a ten-
dency for health centres to be built by the wealthier districts, such as in the 
Lake and the Northern Provinces. 
Finally, there was relatively little expansion in the training facilities for 
rural medical aids. In order to concentrate their training, it was decided to 
close down the school at Tukuyu and to continue the teaching only at the 
Mwanza school. In line with Pridie's recommendations and in view of the 
health centre programme, proposals were made in the five-year plan to dis-
continue the training of rural medical aids and to concentrate on the training 
of medical assistants. Although these proposals were never implemented, 
they nevertheless demonstrated the position of the rural medical aids. 
2.4 The emergence of a rural health development policy after Independence 
The period of financial stringency of the late fifties also dominated during 
the first years of Independece and for this reason budgetary limitation was 
the determining factor in the short-term Development Plan 1961-196425, 
which was based on recommendations by a World Bank mission to Tanga-
nyika in I96026. As in previous years, the government chose to concentrate 
on economic projects especially in agriculture and the livestock industry, 
and on education, emphasizing secondary and technical education. These 
projects received 60 and 15 per cent of the budget respectively. On the other 
hand, health accounted for only 4 per cent and it was envisaged that the 
slow progress in the implementation of previous plans was "inevitable dur-
ing the next three years, when the maximum part of the limited resources of 
the territory must be invested in economic and educational development"27. 
Moreover, the health plan itself represented the continuation of the Pri-
die's plans as revised in the fifties. It reiterated the priority of curative med-
icine, particularly in hospitals, which accounted for most of the plan's bud-
get. However, there was no reference to rural medical services except that 
local authorities were further encouraged, in addition to raising the standard 
of their dispensary service, to set up rural health centres. Thus, the plan was 
restricted to development activities of central government and therefore, by 
not making provisions for the requirements of rural local authorities, it con-
tinued to demonstrate the subordinate position of these authorities as agen-
cies of local development. 
Nevertheless, some changes had occured in the structure of local authori-
ties since Independence. First of all, the native authority system, which was 
almost entirely based on individual chiefs rather than on representatives of 
the local inhabitants, was abolished in 1962, together with the system of 
chiefdoms, and it was accepted as a new policy of local government to 
establish democratically elected authorities or district councils as they were 
called now. Furthermore, following recommendations of the Local Govern-
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ment Service Commission, there was an improvement in the financial and 
manpower position of local governments, which in the past had experienced 
three weaknesses in particular, namely in the low quality of leadership of 
councillors, a shortage of skilled manpower and funds (Dryden, 1968: 100). 
There was also a change in the central government's policy of rural develop­
ment in that the rural masses were encouraged to participate in nation build­
ing and to provide free labour for the expansion of the local services, which, 
during the colonial period, were largely financed from funds made available 
through the annual budgets of the local authorities. As a result self-help 
schemes were launched on a nation-wide basis as from 1962. At the same 
time development committees were established at the village and the district 
level to secure the participation of the local population in the decision mak­
ing process, though central government officials, working at the district lev­
el, still kept a strong hand in the committees. However, district councils 
were not given a role to play in economic development projects, which were 
left to central government, and they concentrated therefore on the nonpro­
ductive sector of the social services. 
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Budget Speeches, Ministry of Health, 1970-1972. 
This spirit of nationbuilding was also reflected in the health sector. Annu­
al reports of the Ministry of Health in the first half of the sixties mentioned 
the widespread enthusiasm on the part of the people to build new dispensaries 
and maternity clinics through self-help schemes. Statistics for the post-Inde­
pendence period as presented in Table 2.12, show a considerable increase in 
the number of dispensaries under local government, especially of the grade 
В type during during 1964 and 1965. However, these efforts were not al­
ways based on proper planning since dispensaries were built without 
resources being available to equip them with staff and drugs. Moreover, since 
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the dispensary service already involved heavy recurrent outlays of local gov-
ernments, they had much difficulty in embarking on more ambitious schemes, 
such as the provision of rural health centres which required large capital in-
vestments. As a result district councils often cut their capital investment, 
which according to a survey by Penner (1970:4), amounted to less than 7 
per cent of total spending of district councils in 1965. In the case of larger 
projects, such as the building of health centres, the district councils would re-
ceive grants from central government to a maximum of 50 per cent of the 
total capital costs, provided they would allocate a similar amount of money 
from their own funds, which most of them, however, failed to do. This situa-
tion may explain why local government's potential in contributing to rural 
health development was limited. In fact it was only the richer councils which 
managed to make resources available for public projects, such as for social 
services. During the period of the three-year plan the number of rural health 
centres increased from 22 in 1961 to only 31 in 1964. 
The immediate post-Independence period brought some changes in the 
field of training, including for rural health staff. First of all, in view of the 
shortage of citizen doctors, it was decided in 1962 to establish a Medical 
School in Dar es Salaam. At the same time the training of medical assistants 
was abolished. It was also proposed that medical assistants should be up-
graded to become assistant medical officers, and for this reason a new 
course was started in Dar es Salaam. Meanwhile a new school for rural 
medical aids was in operation under the missions in Mnero, though with a 
small intake of pupils, whereas the training centre in Minaki was closed in 
1961. 
Quite different from the proposals as laid down for health development in 
the three-year plan 1961-1964, were those set out in the Titmuss Report2*, 
which was published in 1964 following a request by the government shortly 
after Independence to undertake a review of the medical services. Most criti-
cal in the committee's opinion were the health services in the rural areas, re-
sulting from two major circumstances. First, it had been the broad strategy 
of development, laid down by central government during the post-war colo-
nial period following Pridie's recommendations, to give priority in allocating 
financial and human resources to hospitals and curative work in general. 
Thus, the central government's committment was restricted very much to 
improving the hospital services, particularly in the larger urban centres. 
Secondly, rural health services, under local government, had developed 
quite independently and with little support from central government, and 
shortages of funds, lack of qualified staff and also lack of supervision were 
the main reasons for the serious inadequacies in the dispensary service. 
Moreover, dispensaries had developed as centres for first aid and treatment 
only, whereas rural health centres, designed to introduce measures of pre-
ventive medicine on the village level, hardly existed. 
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Among the main recommendations of the Titmuss committee therefore were 
considerable changes in the structure of the health services by the establish-
ment of a countrywide system of rural health centres each providing inte-
grated health care and supervising a number of satellite dispensaries. In view 
of the difficulties experienced by the local health services with regard to fi-
nance, competent staffing and supervision, the committee suggested that the 
dispensary and health centre services should come under the control of cen-
tral government, leaving the local governments with the organization of en-
vironmental health services. These changes in the health services would need 
extensive medical manpower and the committee therefore recommended a 
rapid and large scale expansion in the number of trained rural medical aids 
to combat the chronic shortage of rural health staff. Thus, the main strategy 
of development of the Titmuss committee was on the expansion of the rural 
health services, which represented a significant change in the country's 
health policy since the Second World War. 
The proposals of the Titmuss committee served as the main basis for the 
health section in the First Five-Year Development Plan 1964-196929 since 
Independence. It was accepted as the general policy during the plan period 
that there was an urgent need to extend the health services into the rural 
areas and to emphasize the preventive aspects of medicine. Regarding the 
rural health services, it was considered that the early establishment of health 
centres was the most important single factor in the improvement of the 
health services. The aim was to build 83 new health centres during the plan 
period in addition to the 30 in existence by the end of 1963. However, con-
trary to the committee's opinion, it was proposed that health centres as well 
as dispensaries would remain the responsibility of the local authorities, ex-
cept for supervision and training of staff which would continue to be central 
government's responsibility. With regard to training, emphasis was placed 
on highlevel cadres of staff, such as doctors and nurses, as self-sufficiency in 
high level manpower was considered crucial; at the same time two addi-
tional training schools were proposed for rural medical aids. Since the train-
ing of medical assistants was stopped in 1962 no proposals were included in 
the plan to establish new training centres for them. 
However, the results achieved during the First-Plan period showed that 
there had been no significant improvement in the solution of major health 
problems. In the first place, only a small proportion of the development re-
sources allocated to health had been implemented: total development expen-
diture in the whole period did not exceed 25 per cent30. This was partly due 
to the heavy priority on other sectors, such as education, which resulted in 
substantial neglect of the health services, but it was also due to the lack of a 
planning machinery within the Ministry of Health as well as the lack of staff 
to implement the plans. 
In the second place, it was admitted that during the plan period efforts 
had been directed towards the development of physical medical facilities, 
mainly located in urban centres, and that there had been little significant 
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vertical development towards improving the rural and preventive health ser-
vices31. For example the establishment of a countrywide system of health 
centres, under the local government, did not work out as envisaged in the 
plan. As discussed before this was mainly caused by the financial inability of 
many district councils which prevented them from making use of capital 
grants offered by central government sharing 50 per cent of the costs of 
these centres. Thus, towards the end of the plan period only 50 health cen-
tres had been built, an average increase of 4 per year. 
In the third place, expenditures on health manpower development proved 
to be highly concentrated on the training of doctors caused by the establish-
ment of a Medical Faculty in 1969, as part of the newly created University 
of Dar es Salaam. The need for an independent university can be explained, 
apart from the increasing need of own doctors by a tendency towards great-
er political differentiation between the three East African countries, which 
ultimately made it impossible for the then existing University of East Africa 
to function effectively. However, during the same plan period only one new 
training centre for rural medical aids was established, namely in Kibaha in 
1968. In conclusion, the position of rural health services, as well as the rural 
health staff had not improved markedly during the First Plan period. 
Wit the Second Five-Year Development Plan 1969-197432 the national 
health services definitely entered a new stage of development following con-
siderable changes in the government's policy since the launching of Presi-
dent Nyerere's Arusha Declaration in 1967 (Nyerere, 1967a). The signifi-
cance of this Declaration is the introduction of a renewed process of decolo-
nization, resulting in an attempt to eliminate residual structures in various 
sectors of the society, which had existed from colonial days. One of the best 
examples of this movement was the government's drive towards a new edu-
cational system, based on Nyerere's Education for Self-Reliance (Nyerere, 
1967b) which emphasized the principle of adapting education to the needs 
of the predominantly rural society. Briefly, the principles enunciated in the 
Arusha Declaration and subsequent documents33 involved the following: 
1 the absolute priority of the economic and social development of the rural 
areas in which 95 per cent of the population is living 
2 the transformation of the state into a socialist society particularly through 
the establishment of ujamaa (brotherhood) villages involving collective 
and cooperative forms of chiefly agricultural production 
3 the increase in public control over the economy and other institutions to 
guarantee more effective development efforts as envisaged in the national 
policies 
4 the development of the country through self-reliance to induce a process 
towards self-confidence and self-identification e.g. by promoting the use 
of the country's own physical human resources, by determining its own 
models of development, and by encouraging the masses to participate in 
the decision making processes and the undertaking of development proj-
ects. 
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The Arusha Declaration formed the basis for defining the objectives of 
the Second Five-Year Plan, as well as the ways of implementing them. It 
also offered a new horizon for the national health service, although the new 
principles were implemented in the health sector at a later stage than, for 
example, in the fields of agriculture and education. The following is a brief 
summary of the main features of the health section of this Plan. 
Allocations of development resources given to health were increased from 
Shs. 31 million in the First-Plan period to Shs. 93 million in the Second 
Plan. Moreover, resources allocated to rural health services and preventive 
medicine amounted to Shs. 31 million, of which Shs. 27 million were to be 
spent on rural health centres alone. 
To give its health policy a rural bias the government embarked upon a 
programme of reforming the country's hospital-based health structure, by 
emphasizing health centres and dispensaries as the basic rural health institu-
tions; furthermore by introducing a new type of health care system known as 
village health services especially in ujamaa villages where non-professional 
staff would provide simple medical and public health care34; and finally by 
establishing mobile health services to be carried out by the health institutions 
with the aim of extending their outreach into the more remote parts of 
rural areas. At the same time central government decided to take over full 
responsibility for health centres from local governments, which illustrated 
the increasing influence of the public sector in the health department. 
Though the implementation of the health development programme over 
the first two years of the plan period is reported to have been less than satis-
factory35, prospects proved to be much better towards the end of 1971. Fol-
lowing recommendations of the Bi-annual National Conference of TANU, 
the political party, in September of that year, health services were assigned 
much higher priority in the national development efforts, together with wa-
ter sypply and education. At the same time, a mid-plan review36 noted the 
imbalances in existing health services in favour of urban areas and the short-
age of adequately trained personnel in the rural areas. It also identified spe-
cific problems faced by the Ministry of Health, such as an inadequate plan-
ning capacity and the lack of an effective machinery for the administrative 
control of development. 
As a result of these two considerations the government during 1971/1972 
began pressing for the reorientation of national health services in favour of 
the rural areas. For 1972/1973 the health development programme was al-
most tripled. Moreover, about 38 per cent of the health development budget 
was allocated to rural health centres and dispensaries, and 11 per cent to pre-
ventive projects; 19 per cent would be spent on training facilities, especially 
for rural health staff, and 29 per cent on hospital services37. In comparison, 
at the beginning of the plan period rural health services and preventive med-
icine were given 33 per cent of the total development budget, training 2.5 
per cent, and hospital services 60 per cent38. Thus, by 1972 rural health fa-
cilities were for the first time given priority over hospital services. Another 
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improvement was the establishment of a planning unit within the Ministry in 
1971. In cooperation with this unit the government soon made proposals for 
a considerable extension of the primary care services. Thus, plans were pre-
pared for the construction of 20 to 25 rural health centres and 100 dispensa-
ries per annum which would bring the number of these rural health stations 
by 1980 to 300 and 2000 respectively. Also during 1972 significant deci-
sions were taken to change the patterns of health manpower allocation in 
that top priority would be given to the training of medical auxiliaries, as will 
be further discussed later. 
The development, described above, clearly reflects the shift in emphasis 
towards the rural areas, a strategy which has emerged since the First Five 
Year Plan was drawn up, but which received a major impetus within the con-
text of implementing the principles of the Arusha Declaration in the late 
sixties and the beginning of the seventies. It was also the post-Arusha Decla-
ration development objectives which made the government decide to in-
troduce a new organizational structure and administrative machinery for 
managing rural development, known as the policy of Decentralization 
(Nyerere, 1972), with effect from July 1, 1972. A major shortcoming of the 
previously existing organization was the fact that most projects were planned 
from the headquarters of the ministries and that people at the local level did 
not fully participate in planning and implementing development programmes 
affecting them. A serious problem also was the duplication of services 
and wastage of resources due to the dual system of government administra-
tion of district councils and central government, which hampered the proper 
coordination of rural development projects. For these reasons, it was 
decided that in the new organizational structure, local and central govern-
ment operations would merge and the new government would be divided 
into a national level, where headquarters of the various ministries would 
operate, and a regional level. However, to ensure full participation in devel-
opment projects at the local level, power should primarily rest within the 
regions. To this end new Development Committees consisting of government 
officials and people's representatives were established at the various ad-
ministrative levels (district, ward, village). Moreover, to enable these 
committees to implement their plans about 50 per cent of the national devel-
opment budget was allocated to them. 
As far as the health sector is concerned, a distinction was made between 
national health services, which would be the responsibility of the Ministry's 
headquarters and which would include all training centres and three supra-
regional and other special hospitals, and regional health services under the 
regional authorities and institutions. An important feature of the regional-
ization of government administration in the health division was the taking 
over of local government dispensaries by central government. Also, all staff 
would be employed by the central government making an end to the confus-
ing situation, whereby district medical officers, as central government offi-
cials working in an advisory capacity to the district councils, often had no 
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executive power over the council's staff. This reorganization of government 
administration can therefore be said to have eliminated a number of critical 
administrative problems hindering rural health development. 
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Chapter 3. 
Obstacles to an adequate health care delivery system 
for rural areas 
In the previous chapter we have attempted to analyze the major shortcom-
ings in the health development of Tanzania, by describing the health services 
policy within the context of the colonial society, in order that the description 
may serve as a general background to a more detailed analysis of present-
day problems in the country's health structure. We have seen how in the 
first decades of this century medical services in Tanganyika were created to 
serve the European population, mainly living in urban areas, and how the 
development of these services was largely determined by the introduction of 
a European hospital system. 
We have also taken into account the specific structure of government ad-
ministration with its division into a central government, run by Europeans, 
and a subordinate African local government. Furthermore, we mentioned 
the negative attitudes of the medical authorities towards the dispensary sys-
tem and also to the mechanisms of allocating financial and human health re-
sources to explain the reliance of the colonial government on the prolifera-
tion of hospitals and, in contrast, the relatively little progress in the exten-
sion of rural medical facilities. 
It was also discussed that the country's Independence in 1961 did not co-
incide with a significant change in the shape of the country's health service. 
This situation continued in general throughout the greater part of the sixties, 
despite the government's intention, as expressed in its First Five-Year 
Development Plan, to place emphasis on rural and preventive health. 
In this chapter we will seek to demonstrate this point by examining some 
of the deficiencies in the health care delivery system, which existed in Tan-
zania in the early seventies, about ten years after Independence. In particu-
lar we will pay attention to what, from the perspective of community health, 
can be considered two major considerations in designing the organization of 
health services. The first is concerned with the availability of health facilities 
(input), particularly in terms of their distribution1, whereas the second re-
fers to the utilization of these facilities (output). 
We will, first, present a macro-analysis of the health services, discussing 
the distribution of the various health facilities over the country at large to 
give a general background for the utilization studies. The most important 
source of information used for this exercise are statistics collected by the 
Ministry of Health. In the second place, our study will analyze in more de-
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tail the pattern of utilization of health facilities in a particular region. The 
latter analysis is based on research carried out during field studies in Mwan-
za region and its significance lies in its ability of providing information on 
behavioural aspects of health care. The final section of this chapter will dis-
cuss some possible implications. 
3.1 The maldistribution of medical facilities 
3.1.1 The organization of health services 
Before analyzing the adequacy of the distribution of the various medical fa-
cilities we will give a broad description of the overall organization of the 
country's health services. Administratively, Tanzania has been divided into 
regions and districts, which are subdivided into wards. In 1973 there were 
18 regions and over 60 districts. The structure of the health administration 
parallels that of government administration and is therefore organized on a 
regional and district basis. 
Until recently the main agencies providing modem health facilities within 
the national health service were central government, the local governments 
(or local authorities, and also district councils), and the so-called voluntary 
agencies (mainly missionary organizations). The Ministry of Health was di-
rectly responsible for the hospital services of central government, for general 
public health measures and, since July 1969, for rural health centres. The 
local authorities were responsible for rural medical services, mainly based 
upon dispensaries (since health centres were taken over from them by central 
government) and local public health measures. Voluntary agencies were 
mainly concerned with the provision of hospital services, but in addition aug-
mented the dispensary services of the local authorities and participated in 
programmes for specific communicable diseases like leprosy and tubercu-
losis. 
Towards the end of 1971 there were about 60 central government hospi-
tals in existence and a similar number of voluntary agency hospitals. There 
were also 90 health centres, all under central government, 1160 dispensaries 
under local government and 270 dispensaries under the voluntary agencies. 
However, as has been mentioned in Chapter 2, the two systems of govern-
ment merged into one following the reorganization of government adminis-
tration in July, 1972. This reorganization did not affect the position of the 
voluntary agencies. 
It should be noted that health care is free of charge at all levels, except in 
hospitals run by voluntary agencies2. 
Besides these there are two other sectors of health care which, however, 
are not included in the national health service. One is the institution of pri-
vate practice in the major towns, and, until the late sixties, the number of 
private practitioners was almost half the total number of physicians in the 
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country, as Table 3.1 shows. Most private practitioners working in Tanzania 
after Independence were of Asian origin, but their number decreased sharp-
ly following political changes, especially in the government's policy on for-
eign exchange and nationalization of houses in urban areas. 
Table 3.1 The employment of registered doctors in Tanzania 1961-1972 

























Source: Gish (1975a); Second Plan 1964-1969: 169. 
The other sector consists of the village health service scheme, which was in-
troduced towards the end of the sixties as mentioned in Chapter 2, and 
which is organized on a self-help basis in that people recruited for this ser-
vice are selected from among the village community and paid by them. 
In order to detail more fully the organization of the health services a brief 
explanation has to be given about the levels of health care, at which the 
Tanzanian health system is currently operating. An important part of this 
system is formed by what is called the basic health services, consisting of a 
four-tier system of health units which are considered to be essential for 
meeting the most urgent needs of the population. In Tanzania the district is 
regarded as the nucleus of these basic health services, which consist of the 
following elements: at the bottom the village health service, followed by the 
dispensary, then the rural health centre in an intermediate position between 
the dispensary and the district hospital, which forms the top of the health 
pyramid. 
The village health service is a scheme recently developed within the policy 
of ujamaa villages aiming at the provision of simple medical and health care 
at grassroots-level. It is run by part-time personnel known as village medical 
helpers who, unlike other medical workers, are recruited from within the vil-
lage, as already mentioned. This system is similar to some extent to that of 
the Chinese barefoot doctors from which the village health service has been 
copied after a Tanzanian mission visited China in the late sixties. 
The dispensary is a unit for first aid and simple treatment, ideally run by 
a rural medical aid and a nursing assistant who are mainly concerned with 
outpatients. It is the most important unit for primary medical care as is 
shown by the fact that the vast majority of Tanzanians rely on this type of 
service. For example, of the 55 million outpatient attendances recorded in 
the various medical centres in 1971, no less than 35 million attendances 
were in dispensaries (Budget Speech 1972/1973). 
The health centre is a medical unit for the provision of curative services 
including midwifery services for both outpatients and inpatients, as well as 
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preventive services such as maternal and child health care, control of com-
municable diseases, environmental sanitation and health education. The staff 
of a health centre consists of medical staff, among whom the medical assis-
tant is in charge, nursing staff and the health auxiliary for environmental 
sanitation, health education and control of communicable diseases. 
The general hospital is a medical unit for comprehensive medical care in-
cluding maternity care and surgery, and it is run by one or more doctors. 
Most districts have one, sometimes two general hospitals. In this connection 
a distinction is made between a district hospital, which is the govern-
ment's hospital in a particular district providing free services, and a mis-
sion hospital which is charging fees. In districts without such a government 
hospital voluntary agencies, if present, are fully subsidized to provide free 
treatment at their hospitals, which are known as "designated district hos-
pitals". 
Apart from the general hospital there are two other types of hospitals 
which operate beyond the district boundaries, and these are therefore not in-
cluded in the basic health services. One is the regional hospital, and the 
other is the supra-regional or consultant hospital. Both types provide 
specialist services, though of a varying quantity and quality. There are only 
three consultant hospitals: in Dar es Salaam, Moshi and Mwanza. 
3.1.2 Disparities in the availability of medical facilities 
Studies on the distribution of medical facilities are scarce and in Tanzania 
only two major sources of data are available, providing relevant, though 
limited information. 
The first source of information relates to statistics collected annually by 
the Ministry of Health, which point to certain disparities in the availability 
of facilities between the various regions and districts. Thus, as Gish (1973b) 
has reported, the national hospital bed to population ratio in 1972 was 
1:809, but the district ratios varied from 1:311 (notably Dar es Salaam) to as 
much as 1:3.502, the highest ratios being recorded for Dodoma, Kigoma, 
Mara and Shinyanga regions; the ratio of Mwanza region was 1:937. Simi-
larly, according to statistics from the Ministry of Health, the national health 
centre to population ratio was 1:136,000 with variations between 38,000 
(for Ukerewe district) and 356,000 (for Njombe district); Mwanza region's 
ratio was 1:93,000. At the same time, there was 1 dispensary for 9,000 peo-
ple on the national level, but the district ratios varied from 1:1,000 to 
1:15,000; in Mwanza region the ratio was 1:11,000. Moreover, 30 districts 
had not reached the national target of 1 hospital bed per 1,000 population 
and 20 districts that of 1 dispensary per 1,000 population, whereas 11 dis-
tricts had no health centre at all. 
Though commonly used, these measures of distribution have a limited 
value since they represent averages for a certain region or district as a 
whole, but do not provide information on the distribution of health facilities 
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within these regions and districts, nor on their utilization by the people. 
Moreover, the bed to population ratios emphasize the inpatient rather than 
the outpatient capacity of a medical institution. But most importantly, these 
measures do no take into account the imbalances in health services be-
tween the urban and rural parts of the population, in the case of hospitals, 
and between the various areas in the country. For example, about half of the 
hospital beds available in the country, notably those under government, are 
located in urban areas , which represent only five per cent of the population. 
Admittedly, the remaining half of the beds, belonging to the voluntary agen-
cies, are serving rural areas, but in 1971 75 per cent of these beds were allo-
cated to only 9 of the 18 regions: Amsha, Kilimanjaro, Tanga, Mwanza, 
West Lake, Mbeya, Songea, Iringa and Morogoro. To give another example 
of the rural-urban differences in the distribution of medical facilities: in 
1971 the hospital bed to population ratio was about 1:100 in Mwanza town 
and about 1:1,000 in the rural parts of Mwanza district. Similarly, at the end 
of that year an estimated sixty per cent of all doctors, including about 100 
non-citizen private practitioners, were in towns, especially in the capital city, 
which had 1 doctor for about 2,000 people as against 1 doctor for over 
30,000 of the rural population. 
The second source of data has recently been provided by the Bureau of Re-
source Assessment and Land Use Planning (Thomas and Mascarenhas, 
1973) of the University of Dar es Salaam, and these studies explicitly take 
into account the extent to which medical facilities are distributed in relation 
to the population. Thus, the authors provide a measure of the relation of 
medical facilities to population distribution by calculating the number of 
people within given distances of medical facilities, both on a regional and a 
district base. These studies, which were carried out at the beginning of 1972, 
show that there were great variations between regions and districts as to the 
proportion of the population living within certain distances of a medical 
unit. For example, on average three-quarters of the Tanzanian population 
lived more than 10 km from the nearest hospital, but in Kilimanjaro region 
this was only 15 per cent. Again, the differences were most marked between 
the urban and rural parts of the population. For example, the 25 per cent of 
Tanzaniane living within 10 km of a hospital included the entire urban pop-
ulation, which made the percentage of rural population within that distance 
of a hospital much less. In fact less than 10 per cent of the rural population 
in 25 of the 60 districts lived within 10 km of a hospital (Gish, 1973b). 
Similar differences in the proportion of regional and district populations 
living close to a health unit, as described above for hospitals, were found for 
rural health centres. For example, over 85 per cent of the total population 
were living more than 10 km from the health centre, but among the better 
served regions were Kilimanjaro, Tanga and Mwanza, whereas the poorly 
served regions were Tabora, Iringa, Coast, Mara, Mbeya, Ruvuma and Ki-
goma. In Mwanza region this percentage was 79 for the region as a whole, 
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but it was 90 in Geita district, 84 in Mwanza district, 79 in Kwimba district 
and 34 in Ukerewe district. 
There was also a financial aspect affecting the rural health services. Though 
the provision of medical facilities to the rural population had generally been 
improved by the increase in the number of dispensaries and health centres 
towards the end of the sixties and the beginning of the seventies, the overall 
tendency in health expenditure was to the urban section of the population, 
as is demonstrated by the following data. In the financial year 1970-1971 
the government spent Sh. 11 to 12 per capita for recurrent health expendi-
tures. Only 15 districts, with just under a quarter of the population, were allo-
cated more than the public sector average of Sh. 11 to 12 per head. Those 
15 districts included 10 of the 11 towns with a population greater than 
20,000, in which also the larger hospitals were located. This explains the 
high rank-order correlation existing between the size of the urban popula-
tion within the districts, and the district's health expenditure. For example, 
in the capital city (with 350,000 people) Sh. 90 was spent per head, in Tanga 
district, containing the second largest city (with 70,000 people), Sh. 35, in 
Arusha and Mwanza districts (with towns of about 35,000 people) Sh. 26 
and 22 respectively (Gish, 1973b). 
The two sources of data described here will help to clarify some of the ques-
tions one can raise in regard to the distribution of medical facilities. Howev-
er, more detailed studies are needed to obtain a more accurate picture of the 
problems involved. For example, the methods commonly used to describe 
the distribution of medical facilities are mainly providing macro-level infor-
mation; comparisons are therefore only valid at the regional and district lev-
el. What is also needed is more information at the micro-level as has, for ex-
ample, been done by Gershenberg and Haskell (1972), who analyzed the dis-
tribution of the medical facilities in Uganda at the level of the Gombolola, 
the smallest administrative unit, generally comprising less than 20,000 popu-
lation (as against several hundreds of thousands in any given district in Tan-
zania). What is also lacking in most of the statistics is the extent to which 
existing facilities cover their surrounding areas, and the use people make of 
the services provided. This chapter attempts to contribute to this field by 
describing the position of various health units in a particular region. 
While the argument about the limited value of the information is still val-
id, it can, at the same time, be argued that even these crude data already 
point to more fundamental problems in the distribution of health facilities. 
Thus, we have been able to characterize the uneven distribution of health re-
sources in the beginning of the seventies by describing the imbalances in the 
health facilities between the various regions and districts in the country. We 
have also concluded that the maldistribution of health services is most 
marked between rural and urban parts of the country, and that the inequali-
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ty in the distribution of financial resources has contributed greatly to this 
situation. 
More importantly, these data show that the maldistribution of health re-
sources, whether in terms of finance, health units or healt manpower, can be 
considered a function of an overall development policy which was largely 
orientated to urban centres and economically advanced areas such as, for 
example, Kilimanjaro and Tanga regions. As a result rural areas in general 
and regions like Dodoma, Kigoma and Singida, to mention some examples, 
have for a long time appeared at the list of medically underserved areas. 
This analysis also indicates some serious problems in today's health plan-
ning in African countries, with its emphasis on increasing the facilities to 
reach certain global targets for the country as a whole, without paying at-
tention to the more critical problems in the distribution over the various re-
gions and sections of the population. This condition demonstrates what can 
be described as a major weakness of medical planners in that they concen-
trate on the shortage of health institutions and manpower rather than on the 
inequality in the distribution of these resources. 
As is shown in this paragraph, Tanzania has not yet achieved an egalitarian 
distribution of health resources. At the same time, it should be noted that a 
number of the problems involved have been recognized, and that steps have 
been taken to overcome them. First of all, with the Second Five-Year Devel-
opment Plan 1969-1974, which itself reflected the political changes of the 
post-Arusha period, regional planning procedures were introduced with the 
aim of reducing the imbalances between the various regions. 
Another measure, which received great public attention, was the launch-
ing, in the period 1971-1972, of large scale development programmes 
known as "Operation Dodoma" and "Operation Kigoma", by which special 
government assistance was given to these historically underdeveloped areas. 
Following a resolution at the TANU Bi-annual Conference in 1971 which 
demanded much higher priority for the development of education, health 
services and water supplies, the aid-programmes were especially directed to 
these fields, and this also resulted in an expansion of primary health care fa-
cilities. For example, in Kondoa district, Dodoma region, the population per 
rural health centre was 116,000 in 1972 as against 224,000 in 1970. Similar-
ly, the population per dispensary in the three districts of Dodoma region was 
between 7,000 to 8,000 in 1972 as against a number varying between 9,000 
and 19,000 in 1970. In Kigoma region the population per dispensary was re-
duced from 7,000 - 8,000 in 1970 to 6,000 - 7,000 in 1972. 
A third measure relates to improvements in the planning machinery with-
in the Ministry of Health itself by establishing a planning unit in 1971 and 
by introducing an administrative reorganization within the Ministry's head-
quarters in 1972; both measures were aimed at correcting the practices of 
"inadequate planning and project preparation on Afya's (the Ministry's) 
part" (The Economic Survey 1970-71:111). 
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For the recent changes in the distribution of financial resources between 
hospital services and front line health services we may refer to section 4 of 
Chapter 2. 
3.2 Utilization theories and research 
In contrast to the abundant literature on the utilization of modern health 
services in developed countries, especially in the United States (Aday and 
Eichhorn, 1972; McKinlay, 1972; Anderson, 1973), there exist only a few 
publications on this topic in developing countries. This is also true for 
Africa where empirical studies on this subject are rare. Thus, King (1966) is 
quoting two studies on the relation between utilization and travelling dis-
tance of patients, carried out in a health centre in Kenya and a district hos-
pital in Uganda respectively. Van Amelsvoort and van Etten did an inves-
tigation into the use of hospital outpatient facilities in Mwanza region, Tan-
zania (van Etten, 1972). Furthermore, Gershenberg and Haskell (1972) did 
a survey of outpatients in the Masaka district, Uganda, covering all health 
facilities except hospitals. Benyoussef and Wessen (1974) reported on a 
WHO pilot study on utilization carried out in the province of Nabeul, Tuni-
sia. This, it would seem, is the most comprehensive study undertaken so far, 
and it is of specific value as it presents a research methodology linking the 
medical records of the health units and data from a community survey. Fi-
nally, Belcher et al. (1975) described a survey done in Ghana on factors af-
fecting the participation in a malaria prophylaxis programme. 
It is the purpose of our study, then, to contribute to this literature on the 
utilization of modern health facilities in developing countries by presenting 
research material from Tanzania. 
In this connection, it is of interest to note that a considerable amount of 
anthropological material on utilization behaviour in non-western countries is 
also available. From what has been discussed in Chapter 1 it will be clear 
that most of these studies have described American Indians such as in Mexi-
co and Texas, and Latin American groups of population, particularly in 
Ecuador, Colombia, Chile, Guatemala and Peru3. 
These, and similar studies, most of which have been carried out in the fif-
ties and early sixties, can be divided into two broad categories. The first cat-
egory of studies distinguishes itself by the fact that they tend to characterize 
people, particularly those living in rural areas, as exclusively orientated to 
traditional practices. One explanation for this is that "most accounts of His-
panic-American illness and curing are directly or indirectly peasant-derived 
and reflect a social-cultural context in which there is little alternative to folk 
concepts of illness or utilization of a folk curer" (Press, 1969: 209). 
However, we believe that this approach has not been accidental, but was 
rather determined by the anthropologists' preference, both in Latin America 
and elsewhere, for the study of the relatively isolated "little community" 
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(Redfield) in rural areas, where things had changed less. It can therefore 
also be argued that it has been the focus on the traditional medical system 
(with the exclusion of the modem system), that people have thus been attrib-
uted a stereotype as merely traditional, even in cases where modern alter-
natives were available and also used. For example, Abrahams (1959: 4), in 
describing the search for treatment amongst the Nyamwezi in Kahama dis-
trict, Tanzania, made the generalization that "in most cases a Nyamwezi will 
rely on traditional doctors and medicines rather than on European ones. 
Time and again it is only in the last resort that a diseased or sick person will 
go to a dispensary or hospital". This was said despite the fact that the rec-
ords in dispensaries and hospitals gave a different picture. Similarly, Ger-
lach (1959: 27) in studying the Digo, concluded that the sick person would 
only visit a modern health unit, if all other means had failed. Therefore, 
what emerges from this type of material is a rather deterministic model of 
illness behavior which characterizes the rural population in developing 
countries as almost exclusively relying on traditional medicine. 
A second category of anthropological studies has paid attention to what can 
be described as the "dual use" phenomenon, which specifically relates to the 
use of both traditional and modern medical facilities. The interest in this 
subject can largely be attributed to the emergence of applied anthropology 
and its focus on the problems of cultural and social change. Typically, stud-
ies of this type have frequently been carried out in urban settings, where 
social and cultural change, including the use of modern medicine, were most 
obvious, and this apparently is an important reason why dual use has been 
described as an essentially urban phenomenon. However, it can be argued 
that this identification of the dual use concept with the urban environment 
has a much wider background, as can be seen from a review of the various 
hypotheses which social scientists have offered to explain the concurrent use 
of modern and traditional medicine. 
According to Colson (1971) these hypotheses can be classified into two 
broad categories, one relating to the features of the diseases and the other 
one describing the features of the patient. With regard to the diseases the 
most commonly used hypothesis is what Foster (1958: 18) has called the 
folk dichotomy, or the tendency of "many rural and folk peoples to divide 
diseases into two categories: those that the doctors understand and can cure 
and those that should be treated by the native curer". According to this the-
ory the basic factor for dividing the diseases is the perceived difference in 
etiology: diseases which are thought to have a supernatural cause are 
brought to the traditional practitioner, whereas naturally caused diseases are 
presented to the modem practitioner. Some authors have modified this the-
ory by criticizing the rigid dichotomy underlying it, and by pointing out that 
people may attribute different causes to the same disease or may seek help 
for the same illness from both the traditional and the modem practitioner 
(Gonzalez, 1966), but on the whole one has accepted the trend as described 
by Foster. 
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Often implicit in this dualist theory of disease causation is the assumption 
that particularly rural people, in contrast to their urban counterparts, attrib-
ute supernatural causes to most of their diseases and consequently that this 
attitude determines their preference for traditional treatment. This is, in the 
African context, also confirmed by Conco (1972: 289) in his conclusion that 
"on the whole we could generalize and say that indigenous tribal society has 
or had an all-embracing, supernatural, or metaphysical theory of disease" 
and in his quoting Gelfand (1964) as saying "that the traditional African be-
lieves firstly that disease is caused by a spirit or supernatural agency". In 
this way rural people have been associated with traditional medicine, where-
as the urbanized population has been identified with modern medicine. 
Among the hypotheses relating to characteristics of the patients, the accul-
turation theory, or some variation of it, is by far the most frequently used. 
This holds that modern versus traditional health behaviour is related to such 
factors like residence, level of education, occupation, geographical mobility, 
the religious affiliation, etc. Thus, there is a widespread opinion that "numer-
ous individuals in developing societies, particularly those of a relatively 
high socioeconomic level and educational background, may utilize modern 
medicine more or less exclusively", but that "most of the population de-
pends on indigenous medicine, either exclusively or in part" (Lieban, 1973: 
1056). 
This opinion reflects the idea that the primary determinant of the utiliza-
tion of modern medicine is the involvement into the modern sector. This idea 
of modernization is characterized, among other things, by non-agricultural 
employment, a certain amount of education and affiliation with western reli-
gion. The implication of this theory is that increased utilization of modern 
medicine often results from improved levels of education and coincides with 
growing industrialization and urbanization. It is significant that only in a few 
cases this theory has been criticized. For example, Gonzalez (1966) found 
from field work among different cultures in Guatemala that people utilized 
the services of both the modern and the traditional doctor for the same ill-
ness, though for the relief of symptoms and the cause respectively. There-
fore, she concluded that the attendance at modem medical services was not 
a good indicator of change. 
Summarizing the anthropological literature on utilization discussed so far, it 
appears that two theories are prevailing. One has a rather deterministic out-
look in that it tends to characterize the rural African as merely traditionally 
orientated in regard to the use of medicine. The other acknowledges the 
phenomenon of dual use, resulting either from differences in the people's 
causative interpretations of diseases, or from different sociodemographic 
characteristics of the population, but the general tendency, in both interpre-
tations, is to attribute modem health behaviour to a small minority of the 
population. In other words, it appears from the literature reviewed, that the 
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use of modern medicine is regarded as more of an exception rather than the 
rule. 
It should be added that an important reason why anthropologists have 
continued to emphasize traditional aspects of society, although to some ex-
tent they have shifted their attention to the domain of change, is perhaps the 
fact that they tended to focus on factors resisting the process of change rather 
than on those promoting it. Or as Reid (1969: 3) has explained, while 
reviewing medical anthropological studies carried out in Mexican-American 
and Latin American communities in the fifties: "most studies in regard to 
traditional and modern health concepts and practices assume that modern 
health practices and beliefs will replace traditional ones eventually; and 
therefore, the main problem for the studies is to determine the barriers to 
acceptance of modern health services". 
So far we have reviewed the anthropological literature on utilization in 
terms of the geographical areas covered by it and in terms of its focus on 
modern versus traditional medicine. There is also a third way of looking at 
this literature and that is in terms of the variables studied. As we have al-
ready mentioned, Colson (1971) classified the various theories of utilization 
into two broad categories: one relating to features of the diseases, especially 
from the point of view of the beliefs about their causation, and the other one 
relating to sociodemographic features of the patient. Both have in common 
that they present characteristics of the population. However, what is lacking, 
in most of these theories, is an understanding of the influence of the health 
care delivery system on utilization; in other words, of the specificities of the 
health delivery system as independent variables to account for the differen-
tial use of health services. This tendency can also be observed in an more re-
cent review of anthropological studies on utilization by Lieban (1973), but, 
interestingly, it equally applies to the literature on the developed countries. 
Thus, McKinlay (1972) and Anderson (1973) in their review of the litera-
ture have pointed out that utilization studies have tended to focus on socio-
demographic and sociopsychological characteristics of the patient, but that 
little attention has been paid to the strucure of the health care delivery 
system itself. 
With regard to developing countries, an exception can perhaps be made for 
some studies which have investigated the social distance between the medi-
cal workers and the patient or the population at large, as a factor in the 
health delivery system impeding utilization of modern medicine (Foster, 
1958: van Amelsvoort, 1964). 
This lack of material analyzing the influence of the health service system 
on utilization in developing countries, can largely be explained by the fact 
that most data have been derived from community-based rather than health 
institution-based studies. This also reflects the general trend in medical an-
thropology and medical sociology of developing countries in that they have 
paid major attention to problems in rather than of medicine, as has been dis-
cussed in Chapter 1. 
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After having briefly evaluated the literature on utilization related to devel-
oping countries we will now turn to discussing our research material taking 
into account the theoretical and methodological shortcomings of the studies 
described here. In line with the general objective of our study we will focus 
on the use of modern health services and, only incidentally, pay attention to 
the use of traditional medicine. Moreover, we will investigate the pattern of 
utilization by presenting material drawn from various types of health institu-
tions as well as from a community-based study. The main objectives of our 
research can therefore be described as follows: 
1 to establish the pattern of utilization of a variety of modern medicine facil-
ities by carrying out studies in health units as well as in the community; 
2 to study factors determining this pattern of utilization relating to both the 
health delivery system and the population at risk. 
3 on the basis of data described under 1 and 2 to investigate whether the 
various health institutions represent specific functions for the population, 
both from the point of view of the health institutions and the people 
themselves. 
3.3 Utilization of health services in Mwanza region: Material and methods 
This part of the study presents data of several investigations into the utiliza-
tion of health services undertaken within the framework of the Mwanza Pro-
gramme of the Ministry of Health at the end of the sixties and the beginning 
of the seventies. The actual background of this project was the requirement 
of the health authorities to review the position of the various health units, in 
the light of the country's new rural development policy. Therefore, a re-
search programme was developed which would provide useful information 
about the extent to which the health institutions were rendering their ser-
vices to the population. In view of the then recent introduction of the mobile 
health services and other changes in the health system (discussed in Chapter 
2) it was decided to concentrate particularly on the general outpatient ser-
vices, as these would offer the best opportunity for an extension of the 
health service into the rural areas. 
Since the Mwanza Programme was based at Mwanza region, this area was 
chosen for the study. The region was, at the time of our research, adminis-
tratively divided into four districts: Geita, Kwimba, Mwanza and Ukerewe. 
The total population was slightly over one million representing approxi-
mately ten per cent of the country's population. With an average population 
density of 53,6 per square km the region was among the most densily popu-
lated areas in the country. Following were the rough figures for population 
and density in the respective districts (1967 census): 










Two types of utilization surveys were undertaken. The first one concerned 
various "institution-based" studies in which the health institutions were the 
units for observing the utilization of health care. Thus, between October, 
1969 and September, 19704 observations were carried out in seven hospi­
tals, in two health centres and also in two dispensaries. The second type of 
material used was "population-based" in that data were obtained from a 
rural household survey carried out in March and April, 1972, which supple­
mented our data in the health service-based studies. 
At the request of the Ministry the focus in the institution-based surveys 
was on the hospitals, and relatively little attention was therefore paid to 
health centres and dispensaries. The hospitals included were the government 
hospitals of Geita, Mwanza, Kagunguli5 and Nansio, the fee-charging mis­
sion hospitals of Bukumbi and Sengerema, and finally, Sumve designated 
district hospital providing free treatment, but run by the roman catholic di­
ocese of Mwanza. It was decided to concentrate on the general outpatient 
departments for adults and children; special clinics for tuberculosis, leprosy 
and bilharzia were not included. Excluded were also ante-natal clinics and 
in Sengerema the children's clinic. 
The health centres chosen were in Misungwi along the main Mwanza-Shi-
nyanga road in Mwanza district about 30 miles from Mwanza town, and in 
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Misasi about 20 miles to the south-west in Kwimba district. The dispensaries 
included in our survey were in Nyanguge along the main Mwanza-Musoma 
road and in Sangabuye near Lake Victoria, both in Mwanza district at about 
25 miles distance from each other. 
In regard to the methods of data collecting it was clear that no retrospec-
tive study could be done using the records available in the various health 
units since these appeared not to have been completed in a systematic way 
nor to provide enough data to allow an adequate analysis. It was therefore 
decided to carry out a study among patients who were actually visiting the 
health units. To this end patients were interviewed after arrival at the health 
unit during surveys lasting one to two weeks each. In order not to disturb 
the normal routine at the health institutions it was decided to use two short 
interview schedules. One was presented to all outpatients and included in-
formation to determine the characteristics of the patients (Appendix 1); in 
the surveys carried out in the hospitals it was also evaluated whether the pa-
tient had presented his or her complaint in time and whether this complaint 
warranted a visit to the hospital6. Another schedule was used in a sample of 
outpatients chosen on a 1:5 or 1:10 basis, depending on the daily attendance 
in the unit under study, and its main aim was to obtain information on the 
means and costs of travelling to the health institution and the use of alter-
native medical facilities (Appendix 2). In the dispensary study the data of the 
two interview schedules were combined into one and presented to all 
patients. In this way data were collected of over 7,000 patients from 
hospitals, around 2,700 patients from health centres and about 1,300 
patients from dispensaries. Since the interview schedules were used to 
determine the patient's characteristics and further included a few factual 
questions, the information is generally believed to be reliable. 
The population-based study concerned a rural household survey. To serve 
training purposes it was decided to cany out this research project in the 
catchment area of Kahangala teaching health centre in Kwimba district. 
This place had been earmarked as a rural demonstration area for the teach-
ing of community medicine to students medical assistants. The village select-
ed was Kinango, located at about 8 km from Kahangala health centre. Ac-
cording to the information provided by the ten-cell leaders7 it consisted of 
131 households, which were all contacted and interviewed during March and 
April, 1972. 
Data were obtained by means of a standardized questionnaire (Appendix 
3) and its main aim was to collect information about the differential use of 
medical facilities during the 12 months preceding the survey. 
The interview schedules were administered by two interviewers, as had 
been done in the other surveys, described above. Both were Sukuma and 
had previous interview experience in social research projects. 
In comparing the advantages and disadvantages of both types of data col-
lection it is clear that they will give the best results when both types are car-
ried out to supplement each other. The institution-based study is most suit-
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able for providing accurate information about the actual utilization of mod-
ern health facilities, also from the point of view of the health care delivery 
system, and it certainly gives more valid diagnostic data. On the other hand, 
it is, of course, selective in that it does not include people who do not attend 
one or more types of health institutions, whatever their reasons may be, nor 
does it systematically record the use of some alternative medical resources 
like traditional medicine and self-medication. Moreover, our study only cov-
ered a small number of items, as has been mentioned before. 
The population-based study has the advantage of also recording the 
utilization of alternative resources as well as the possible non-utilization. 
Moreover, it enables one to study utilization more in depth. However, as it 
was carried out here, it did not record the utilization as it was actually 
observed, but as reported by the people to have taken place in the past 12 
months. 
The use of this recall method may have affected the validity of the data 
since there was likely to be an underreporting of serious events. Recall er-
rors may also have been made by the head of household who was asked to 
report about the whole family. However, since our main interest was in estab-
lishing which health institutions were visited rather than the volume of the 
visits made, we have reason to believe that these reporting errors have not 
influenced our findings on the utilization of modern health facilities. 
3.4 Determinants of utilization of hospital facilities 
The general objective of health service utilization research is to describe the 
factors that inhibit or facilitate the use of health facilities. In our institution-
based surveys we have in particular studied three categories of variables as 
determinants of utilization. These are, first, factors which are taken as char-
acteristics of the health care delivery system, especially those determining 
the entrance to it, or its accessibility (Aday and Andersen, 1974), such as 
the fee-system and the location of the health institutions. A second category 
of variables studied here is what we have termed factors of modernization 
such as residence in an urban versus a rural area, education, religion, occu-
pation. A third category, also describing characteristics of the patients, 
relates to aspects of the disease. 
3.4.1 Financial accessibility 
As has been mentioned before church related hospitals charge fees, in con-
trast to government hospitals and designated district hospitals. A brief look 
at the figures representing the attendance at the various hospitals in Mwanza 
region (Table 3.2) demonstrates the effect of these measures on the en-
trance into the hospitals. 
As is shown in Table 3.2, the patients who attended government hospitals, 
outnumbered by far those at the feecharging church hospitals, and these 
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Table 3.2 Average daily attendance per month in outpatient departments of hospitals in 
































































































Source: Annual report of Regional Medical Officer, Mwanza Region, 1970; Annual reports 
of Bukumbi and Sengerema hospitals, 1970. 



















































































* Divisions, in which the hospital is situated, have been underlined. 
** Comparable data for patients at Mwanza hospital were: 
86,2% from within Mwanza town, and 13,8% from outside Mwanza town. 
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data reflect the negative influence of the payment system in the latter hospi-
tals. Statistics compiled by the Ministry of Health for the period 1961-1971 
confirm this trend. For example, the total number of outpatient attendances 
in government hospitals increased by more than 200 per cent, as against 50 
per cent in voluntary agency hospitals, while the number of hospitals run by 
both agencies increased at the same rate during this period (Ministry of 
Health, 1972; Schulpen, 1975: 45). 
This financial barrier for visiting the church hospitals in Mwanza region 
can also be demonstrated by the seasonal fluctuations in the attendances. As 
is shown in Table 3.2 and as we have described elsewhere (van Etten, 1972), 
church hospitals reported an increase of outpatients during June to October, 
which coincided with the availability of cash, mainly from cotton sales. 
3.4.2 Geographical accessibility 
Another important factor influencing the rate of attendance was the location 
of the hospital in an urban, thus more densily populated, or rural environ-
ment. As can be seen from Table 3.2 the government hospitals of Geita, 
Mwanza and Nansio, which are located in (sometimes small) towns, showed 
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higher attendances than the rural hospitals, including Sumve hospital 
though this offered free treatment. A similar trend can be seen in the obser-
vation that in 1970 in Mwanza town 10 outpatient visits per inhabitant were 
recorded as against 1 such visit per inhabitant in Geita district. As will be 
shown later, this variation in utilization rates between urban and rural popu-
lations can not be accounted for by differences in the characteristics of the 
two populations, nor by differences in the pattern of disease; these figures 
underline therefore the differences in the ease of access to hospital facilities 
between rural and urban populations. 
Not only was there a different pattern of medical consumption between ur-
ban and rural populations, but also among people living at different distances 
from the individual hospitals. This latter case can be documented in two 
ways. First of all, an attempt was made to establish the hospital's service, or 
catchment, area by means of a patient-origin analysis using the district and, 
more importantly, the division and subdivision of the patient as the places of 
origin. It was found that all hospitals received the bulk of their outpatients 
from the division in which they were located and that divisions at a further 
distance from the hospital represented relatively small proportions of the to-
tal attendance, as can be seen from Table 3.3. 
These general trends can be specified for the various districts in Mwanza 
region as follows. 
Geita district: the patient flow into Geita hospital was mainly from Geita 
town and the adjacent Nyan'hwale division, representing about 65 per cent 
of the outpatients. Sengerema hospital was attracting almost 50 per cent of 
its patients from Kasungamile division. On the other hand, low rates of at-
tendance into these hospitals were recorded for Bugando and Kharumwa di-
visions. 
Kwimba district: Sumve hospital recruited almost 80 per cent of its outpa-
tients from Ngula division, in which it was situated. People from other divi-
sions were considerably underrepresented if compared to the proportion of 
the total population in the respective divisions. 
Mwanza district: Mwanza Sekou Toure hospital had over 85 per cent 
coming from Mwanza town itself, whereas Bukumbi hospital received most 
of its patients from Nyanza division and nearby divisions in Geita district. 
Areas with relatively low visiting rates were the northern and eastern parts 
of the district. 
Ukerewe district: over 80 per cent of the patients who attended Nansio 
hospital were from Nansio town and the adjacent Mumbuga division, where-
as Kagunguli received almost 100 per cent of its patients from Mumulambo 
division, in which it was located. 
The second way of describing the geographical accessibility of hospitals 
was by calculating the travelling distance from the patients' home to the 
hospital. Our data in Table 3.4 clearly indicate that the utilization of hospi-
tal outpatient facilities was decreasing with the distance from the patients' 
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home. In general, the greater majority of the patients were living within a ra-
dius of 20 miles, which, in the East African conditions, not only takes into 
consideration the maximum distance that people are prepared to walk (up to 
10 miles), but also the transport facilities (Diesfeld, 1973). 










































































The data also suggest that additional factors were at work determining the 
variation in travelling distance of patients between the various hospitals. 
Thus, hospitals in rural areas received patients from a further distance to the 
extent that the road communications were better and transport services 
more available, which, in our case, helps to explain the longer travelling dis-
tances of patients attending Geita, Sengerema and Bukumbi hospitals as 
against Sumve hospital. 
Table 3.5 Percent of a sample of outpatients stating whether the hospital was the nearest 
medical unit or not 
The hospital 
as the Geita Sengerema Sumve Nansio Kagunguli Bukumbi Mwanza 
nearest unit 
Yes 72 25 65 86 90 21 85 
No 28 75 35 14 10 79 15 
Total 82 112 144 152 84 34 89 
Furthermore, findings from our sample survey show that the position of 
church hospitals charging fees is significantly different from the other hospi-
tals in the region. Table 3.5 demonstrates that for the greater majority of pa-
tients who attended government hospitals and Sumve designated district 
hospital, the hospital under study was the nearest medical unit, whereas 
three-quarters of those who attended Bukumbi and Sengerema hospitals 
claimed it was not the nearest. This can largely be explained by the fact that 
patients often attended fee-charging hospitals in the second instance, that is 
after they had used alternative resources, especially the nearby dispensary or 
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other non-charging health institutions. For example, as Table 3.6 shows, 
50-60 per cent of the patients who attended Sengerema and Bukumbi hospi-
tals, had utilized such other institutions as against only between 10-30 per 
cent in free treatment hospitals, which again demonstrates the influence of 
the payment system on the utilization of hospitals. 
Table 3.6 Percent of a sample of outpatients by utilization of alternative resources 
Type of unit 































































3.4.3 Factors of "modernization" 
As discussed before, acculturation studies applied to the field of health often 
assume that the use of modem health facilities is connected with factors like 
formal education, christian religion, non-agricultural employment, etc. 
Apart from the fact that the large numbers of patients in rural areas attend-
ing the health facilities in Tanzania would suggest otherwise, we will also 
provide some data from our survey to discuss this problem. First, we will 
look at the possible differences in the level of education between patients 
who attended urban and rural hospitals on the one hand, and those who at-
tended government and church hospitals on the other hand. Second, we will 




















































compare the religious affiliations of patients at government and church hos-
pitals. 
As can be seen from Table 3.7 the educational background of patients who 
visited Mwanza hospital, is very similar to that of patients who attended Ka-
gunguli and Nansio hospitals. There is also no indication for a specific pat-
tern of education that distinguishes the patients who attended the hospitals 
in the township of Geita and Nansio from those who visited other hospitals. 
Moreover, our data do not show that people with formal education tend-
ed to choose church rather than government hospitals. Instead, they seem to 
suggest that the number of patients with school education tended to increase 
with the proportion of christians indicating that the educational standard 
was higher in areas which encountered intensive missionary activities. How-
ever, there is no detailed information on the distribution of people according 
to education (and religion) over the various parts of the districts to substan-
tiate this conclusion. 
































































There is also no evidence from our hospital-based study that church hospi-
tals attracted relatively more christians. As Table 3.8 shows, the highest per-
centages of christians were found in Kagunguli and Nansio hospitals, apart 
from in Bukumbi hospital and the reason for this is that these places have 
witnessed a long tradition of European missionary activities. 
Mission centres were developed for the spread of western religion and 
also education, as has been well documented; and, as was the case with oth-
er resources, their coverage can be assumed to have been decreasing with 
the distance to these centres. It follows that, in general, it was the religious 
affiliation of people in the catchment area of a particular hospital rather 
than the type of authority running it, which accounted for the differences in 
attendance by the various religious groups. This assumption is also in 
agreement with our finding that generally people used the nearest hospital. 
67 
With regard to occupation it is mentioned that in all hospitals, except 
Mwanza hospital, virtually all patients were from farmers' families. 
3.4.4 Factors relating to morbidity 
Among other factors predicting the utilization of health services, one can 
also mention those concerning the pattern of disease, the epidemiological 
components such as age and sex, and the severity of the disease. 
The diagnoses which were recorded for the population under study (Table 
3.9) reflect the pattern of diseases common to most developing countries in 
Africa. Thus, infectious and parasitic diseases, diseases of the respiratory 
and digestive systems, diseases of the sense organs and skin diseases ac-
counted for most of the outpatients' morbidity in all hospitals. There were 
no major differences shown in the morbidity between the various hospitals, 
as is also confirmed by the statistics in the hospitals' annual reports, nor was 
the pattern of diseases in Mwanza urban hospital different from that in rural 
hospitals. 
Differences in age and sex of outpatients can largely be attributed to differ-
ences in the epidemiological pattern of the diseases. For example, young 
children, particularly those under five years, and pregnant women are 
known as high risk groups in the population. These conditions affect the 
pattern of utilization of health facilities and explain why the age and sex dis-
tribution of patients does not parallel that of the population at large. Com-
paring the age and sex distribution of outpatients with the total population 
of Mwanza region it appeared that the percentage of patients in the ages 0-5 
exceeded that in the population. On the other hand, the proportion of pa-
tients aged 6-15 was below that in the population at large. In all but one 
hospital the proportion of patients aged 16-30 was above that in the popula-
tion, which is mainly caused by the relatively high number of female patients 
in this age group. The proportion of patients aged 31-45 tended to be in line 
with that in the total population, whereas the proportion of patients aged 46 
and over was below that in the population at large. There appeared to be a 
dominance of males in the latter two age groups. 
Our findings do not support King's hypothesis, that the severity of the dis-
ease can be regarded among the most important factors determining the at-
tendance at hospital outpatient departments (1966, 2:7). To test this hypoth-
esis the medical staff consisting of doctors and medical assistants, working 
in the outpatient departments were asked to evaluate whether the outpatient 
department was the proper place for treatment, given the patient's complaint, 
or whether other resources could have been used such as the dispensary 
or self-medication. In all hospitals it was found that three-quarters of 
the patients were considered to be suitable for treatment at a lower level in-
stitution. Self-medication was thought to be suitable for less than 5 per cent 
of the patients. There is also no evidence from our data that more serious 
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Table 3.9 Percent of outpatients by diagnosis 
Diagnosis * Geita Sengerema Sumve Nansio KaguDguli Bukumbi Mwanza 
I : Infectious and 
parasitic diseases 32.4 21.6 33.6 34.6 34.5 43.8 36.4 
III and IV: Endocrine, 
nutritional and metabolic 
diseases and diseases οΓ 
blood forming organs 3.4 2.9 4.5 1.3 3.1 0.8 0.3 
V and VI : Mental disorders 
and diseases of nervous 
system and sense organs 3.5 
VIII: Diseases of 
respiratory system 15.0 
IX: Diseases of 
digestive system 14.8 
X: Diseases of 6.6 
genito-urinary system 
XII and XIII: Diseases of 
skin, cellular tissues and 
muscular-skeletal system 8.0 
XVI : Symptoms and ill-
defined conditions 1.7 
XVII : Accidents, poisonings 
and violence 2.6 

















































Total 648 807 1825 1741 1032 400 898 
* The categories of diseases are according to the International Classification of diseases; some categories 
have been omitted since these diseases were not reported at the time of the research. 
Note: In our study the diagnoses included in the various categories were as follows: 
I : amoebiasis, malaria, relapsing fever, syphilis, gonorrhoea, schistosomiasis, ankylostomiasis, scabies. 
Ill and IV: vitamin deficiency, malnutrition, anaemia. 
V and VI: conjuctivitis, otitis, neuralgia. 
VIII: pneumonia, bronchitis/asthma, coryza/tonsillitis. 
IX: caries, hernia, gastro-enteritis, obstipation. 
X: hydrocele, other diseases of the genito-urinary system. 
XII and XIII: ulcer, cellulitis, itching, abscess, rheumatic pains. 
XVI: ill defined diseases, examination without treatment. 
XVII: injury, wounds. 
patients tended to come to the hospital from further distances. These find­
ings indicate that the severity of the disease is, in general, not a major de­
terminant of the utilization of hospital outpatient departments; this is in line 
with our observation that for most patients the hospital is the medical unit 
nearest to their homes. 
3.5 Utilization of primary care facilities 
In this paragraph we will analyze the utilization of health services as was 
observed in health centres and dispensaries. 
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As has been mentioned before, the health centres chosen for this study 
were Misasi in Kwimba district and Misungwi in Mwanza district. The dis-
pensaries selected were Nyanguge and Sangabuye, which were both situated 
in Mwanza district. The total number of patients seen in the various units 
was as follows: Misasi 1768 with a daily average of 175, Misungwi 952 with 
an average of 120 per day, Nyanguge 881 with a daily average of 110 and 
Sangabuye 425 with an average of 70 per day. 
Treatment at these health centres and dispensaries was given free of 
charge. Only a few patients, about 10 per cent of the outpatients interviewed 
in Misasi and Misungwi health centres, reported costs, and these were small, 
in most cases not more than one shilling. Virtually all patients who attended 
the dispensaries came by foot. 






























The calculations, on the distance between the health unit and the patients' 
home, as presented in Table 3.10, show that the great majority of patients 
came from within a radius of less than 5 miles, and that about 90 per cent of 
the patients who attended the health centres and the dispensaries lived with-
in 10 miles from the health institution under study. It was also found that 
health institutions located along mainroads and with better bus connections 
received patients from a further distance. 
The significance of the location of the health institution can also be dem-
onstrated by the fact that over 90 per cent of the patients who attended the 
dispensary and around 75 per cent of those who attended the health centre, 
claimed that the unit under study was the nearest to their homes. It will be 
remembered that similar percentages were found in our survey of govern-
ment hospitals. Patients who had travelled further than the nearest medical 
unit, most frequently claimed to have done so because of the lack of medi-
cines in that unit. 
Furthermore, it was found that only 10 per cent of the patients who attend-
ed the dispensaries as well as Misasi health centre, had used alternative re-
sources, prior to visiting the health unit under study, as against 30 per cent 
of the patients at Misungwi health centre. Among the alternative treatment 
facilities chosen, the dispensary was mentioned most frequently; only a few 
patients had utilized hospital facilities (Table 3.11). 
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There is also another indication for the fact that only a small proportion of 
the population utilized the hospital facilities when living at a distant place 
from the hospital. When the patients were asked whether they had ever vis-
ited one of the hospitals in Mwanza region, independent of the present com-
plaint, only 20 per cent of the patients at both dispensaries as well as Misasi 
health centre, answered in the affirmative, as against 45 per cent at Misung-
wi, the health centre at a relatively short distance from Bukumbi hospital. 
Table 3.12 
Table 3.13 




Standard V and over 
Not stated 
Total 


































Data on education are only available for patients who attended the dispen-
saries (Table 3.12), and data on religion for those who attended the health 
centres (Table 3.13). It is shown that the proportion of patients without for-
mal education was equal to that of patients at Geita and Sengerema hospi-
tals, but it was higher than in other hospitals. Furthermore, there were less 
patients with a christian religious affiliation, but as indicated before, this 
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may be attributed to the differential distribution of religion over the various 
areas. 
The diagnoses which were found to prevail in the primary care service, were 
those relating to infectious and parasitic diseases, diseases of the digestive 
and the respiratory systems, diseases of the sense organs, particularly eyes, 
and skin diseases (Table 3.14). Diseases of the digestive system and also dis­
eases of the eye and skin seemed to have been recorded more frequently at 
this level than at that of the hospital. Moreover, there were differences in 
frequencies of diagnosis between health centres and dispensaries in that in 
the latter units, diseases of the digestive system and diseases of the respirato­
ry system and of the eye were reported relatively more. During the time of 
our research it appeared that patients were hardly referred to units of higher 
level medical care. 
The outpatients were equally distributed over the two sexes, except in Mi-
sasi. As in our hospital studies, the age group 0-5 in both health centres and 
dispensaries was over represented as compared to the total population in 
Mwanza region; similarly, the patients aged 6-15 were under represented 
and those of 16-30 years of age were in excess of their number in the total 
population, whereas people of 46 and over were markedly under represent­
ed. There were also differences in age distribution between the primary and 
the secondary medical care units, where relatively more younger ones tended 
to attend the former units, and relatively more adults the latter ones. 
Table 3 14 Percent οΓ outpatients by diagnosis 
Diagnosis 
1 Infectious and parasitic diseases 
III and IV Endocrine, nutritional 
and metabolic diseases and 
diseases of blood forming organs 
V and VI : Mental disorders and 
diseases of nervous system and 
sense organs 
VIII: Diseases of respiratory system 
IX: Diseases of digestive system 
X - Diseases of genito-unnary system 
XII and XIII · Diseases of skin, 
cellular tissues and muscular-
skeletal system 

























































3.6 The differential use of health services in a rural community 
To supplement our analysis of the utilization of outpatient facilities, as ob-
served in individual health units, we will now attempt to give a more com-
prehensive picture of health utilization by describing the differential use of 
health facilities of the population at large and by discussing a household sur-
vey in a rural comunity. This description will not only include the various 
health facilities within the modern sector like the hospital, the health centre 
and the dispensary, but also self-medication, traditional treatment and non-
utilization. In investigating the overall pattern of utilization we will, first, 
look into the people's morbidity over the year preceding the survey and the 
Map 4 Location of Kinango village 
treatment they sought for their diseases. Second, we will analyze to what ex-
tent people attribute specific functions to the various health units within the 
modern sector and to the traditional practice. Third, we will investigate how 
far the choice between modern and traditional treatment is influenced by the 
people's perception about the cause of the disease. Finally, we will study 
various characteristics of the population as possible determinants of utiliza-
tion of health services. 
3.6.1 Kinango, its population, environment and health facilities 
Kinango is a village in Sukumaland situated 5 miles from Kahangala health 
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centre in the southern part of the latter's catchment area. At the time of our 
research Kahangala was the headquarters of the divisional authorities, the 
division itself consisting of four wards: Kahangala, Mwamanga, Kitongo 
and Nyigogo, in which Kinango was located. 
As was mentioned in section 3.3 the village had 131 households with a res-
ident population of 876, or about 10 per cent of the population in Nyigogo 
ward. The average number of people per household was 7. The age structure 
is typical of rural areas in Tanzania with over 40 per cent of the population 
under 16 years of age. 
Kinango is a rural community of farmers who cultivate maize, cassava 
and rice as their main food crops, and cotton (often mixed with maize) as an 
important cash crop. During the 1971 season cotton was grown by 104 fami-
lies (80 per cent), and in the same period the average cash income from 
cotton sales was Shs. 455 per household. These figures correspond closely 
to data obtained elsewhere in the region. For example, the Sukumaland 
Interdisciplinary Research Team reported that in 1971 over 90 per cent of 
the cash income here was from cotton sales; for the nearby Ibindo division 
the total cash income per household was Shs. 622 of which about Shs. 475 
could be considered to have come from cotton sales (1971: 94). 
Of all households studied, 54, or over 40 per cent, owned cattle (the Suku-
maland Interdisciplinary Research Team gave comparable figures of 40 and 
35 per cent for Sukumaland and Ibindo division respectively). The average 
number of cattle was 15. A few households owned other livestock such as 
sheep and goats. Other important property owned were bicycles, in this case 
owned by 83 families (almost 65 per cent); only 15 households had a radio. 
The majority (63%) of the population of 7 years and over had not been 
attending school, an observation that is in line with the census data from the 
rural areas of Mwanza region in general. Moreover, most of the people aged 
15 years and over, who had been to school, completed no more than 
standard IV. 
Among the more significant environmental health problems were those 
regarding housing, sanitation and water supply. The housing conditions were 
typical of most of the rural areas in the country. The majority of the houses 
(90%) had grassrooves and mud floors. Only 14 households had a corrugat-
ed iron roof and 4 had also a cemented floor. There were no latrines in the 
village. 
The water sources available for the people were a dam and a number of 
ponds and natural wells. Most ponds, as well as the dam, were used for 
bathing, swimming and watering cattle. In general, there were no complaints 
about the quantity of water since most people were living at the lower parts 
of the slopes where water is abundant. However, the quality of water was re-
ported to be a problem. The management and control of the water sources 
was still under the supervision of the traditional village authorities such as 
the Kinamhala, or the old men's society, and the Kisumba, the young men's 
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society. These were responsible for digging and cleaning the water sources 
except the dam, which was maintained by the authorities of Nyigogo ward. 
Following were the health facilities available to the people of Kinango: 
1 Mwangika dispensary at about 1 mile distance and another dispensary at 
Mwamanga at about 4 miles; 
2 Kahangala health centre at 5 miles distance along the main Mwanza-
Musoma road; 
3 Kwimba district hospital (no fees) in Sum ve at about 15 miles, and 
Mwanza government and Bukumbi mission hospitals at over 40 miles 
distance each. Both Sumve and Kahangala medical units are accessible by 
road almost throughout the year, but no bus services have been provided 
so far from Kinango to these places; 
4 Specialized public health schemes for leprosy and tuberculosis organized 
by the Mwanza Regional Leprosy Scheme and the Lake Victoria Tuber-
culosis Scheme. The leprosy scheme had 4 mobile treatment posts in the 
catchment area, which were visited once or twice monthly. The tuberculo-
sis scheme had conducted a mass BCG vaccination campaign for the last 
time in 1971; 
5 Private doctors in Mwanza town and a midwife in a nearby trading 
centre; 
6 Traditional doctors in and near the village. 
3.6.2 Diseases reported by the people 
In total 116 households, or 88 per cent, reported one or more sick cases 
during a period of 12 months prior to the survey. The number of sick people 
involved was 290, or about one third of the total population, and their total 
number of sick cases reported was 386, which comes to an average of about 
1.25 per sick person per year. 
In general, the Sukuma think of their illness in terms of the anatomical 
parts affected, in other words in terms of symptoms and signs. Thus, pneu-
monia may be referred to as kikuba (chest) and eye sores may be called 
miso (eye). We have classified the diseases as reported by the villagers ac-
cordingly (Table 3.15). 
Table 3.15 shows high frequencies for abdominal pains, chest diseases and 
malaria, all of which score high in the national morbidity statistics. Howev-
er, this list also contains what Reid calls "typical Sukuma illnesses" (1969: 
84), such as chembamoyo (literally: beating heart), mitego (a condition re-
sulting from stepping on poisonous medicine from an enemy and affecting 
the joints) and magulu (Iegpain/swelling of the feet due to contact with poi-
sonous medicine), which do not appear in the scientific classifications of dis-
eases. 
As can be seen from Table 3.16 young children who reported sick cases 
were over represented, if compared to their proportions in the total popula-
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tion. There seemed to be an under reporting for adults. Females were slight­
ly more reported to be ill. 
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a. Diarrhoea 









































































































































































3.6.3 Utilization by type of facility and by type of disease 
Out of a total of 386 sick cases reported no treatment was sought in only 6 
cases and these covered 5 people with one return visit. The remaining cases 
were presented at the following types of facility: 
220 (57.9%) at the dispensary, or 65.2% in terms of number of people in-
volved 
76 (20.0%) at the health centre, or 19.0% of the people involved 
31 (8.2%) at the hospital, or 4.8% of the people involved 
30 (7.9%) at the traditional doctor, or 6.9% of the people involved 
23 (6.0%) were considered suitable for self-medication, or 4 .1% of the 
people involved. 
The dispensary chosen for treatment was Mwangika in about 90 per cent 
of all cases, because of its nearness to the patients' home. Most patient vis-
iting another dispensary at a further distance or Kahangala health centre 
said to have done so because of lack of medicines at Mwangika dispensary. 
This latter finding is particularly interesting in regard to Kahangala health 
centre, since it shows that in most cases the health centre was chosen for 
negative reasons. In fact, only a few patients went to Kahangala health 
centre for reasons of better diagnostic facilities, for example a more detailed 
examination. Also specific health centre facilities such as for antenatal and 
child health care did not motivate people to go there. Patients who sought 
hospital treatment, generally went to Sumve hospital and it was especially 
chosen in connection with specific diseases like tuberculosis, pneumonia, 
and sometimes also whooping cough and measles. 
These data show the importance of the nearby dispensary as a place for 
receiving primary health care. At the same time, they demonstrate the rela-
tively little relevance of the hospital as a therapeutic alternative for people 
at a further distance of it. In fact, there was a high rate of non-utilization of 
hospital services since hospital treatments were reported in only 8 per cent 
of the sick cases, or 5 per cent in terms of persons involved. This may be re-
garded a reasonable estimate of the people's hospital contacts, since it corre-
sponds with data from our hospital studies in which 3 per cent of the pa-
tients in Kahangala division was found to be visiting the nearby Sumve hos-
pital. The data further show that the health centre did not represent an alter-
native to the available curative facilities and that it was not chosen for its 
preventive programme. 
These findings are thus in line with our observations in the health institu-
tion-based studies that the location of the health unit is, in general, the most 
important factor determining the people's choice of a particular health unit 
within the modern sector. However, as the data from Kinango have shown, 
the type of disease plays a certain role too, in that specific diseases were 
brought to the hospital located at a further distance. The type of disease also 
appeared to be a factor determining the choice between modern and tradi-
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tional treatment. Thus, it was found that among the diseases reported over a 
period of 12 months prior to the survey, mitego and magulu as well as cer-
tain abdominal pains were often presented to the traditional practitioner. 
Similar information was obtained from our respondents when asked 
whether in general they could mention specific diseases for which they prefer-
ably would choose a particular therapeutic alternative like the hospital, the 
health centre, the traditional doctor and self-medication. No such diseases 
were mentioned for the health centre, except smallpox because of a vaccina-
tion programme carried out at Kahangala health centre in 1969, as part of a 
national - WHO assisted-smallpox campaign. On the other hand people 
mentioned specific diseases like tuberculosis, pneumonia, hernia and leprosy 
for which one would seek treatment at the hospital. Diseases which one 
would prefer sending to the traditional doctor were, first of all, mitego, ma-
gulu and lusalo (madness, epilepsy) and, to a less extent, poliomyelitis and 
whooping cough. Headache, common cold and non-severe diarrhoea were 
considered to be suitable for self-medication. It seems therefore, that people 
attribute specific functions, not to the health centre, but to the hospital and 
also to the traditional practioner. 
It will be noted that the people's preference for the hospital and the tradi-
tional practitioner was also partly determined by the perceived severity of 
the disease. In our survey relevant information in this respect was obtained 
by asking the respondents to mention three of the most serious diseases -
in order of priority - both for children and adults. As can be seen from Ta-
ble 3.17 the following diseases were considered to be most serious for chil-
dren: 1. malaria; 2. measles; 3. whooping cough and chest diseases in gener-
al; and for adults: 1. chest diseases, in particular tuberculosis, 2. psycho-
neurotic conditions, particularly mitego and 3. abdominal pains. As has 
been indicated, chest diseases were generally referred to the hospital, where-
as psycho-neurotic diseases, and also certain abdominal pains, were present-
ed to the traditional practitioner. 
In this connection it is of interest to discuss further the dualist theory of cau-
sation of diseases and its relation to the utilization of health services. Ac-
cording to this theory, diseases will be presented to a modern health institu-
tion in a case where the patient ascribes a natural (or "modern") cause to 
the disease, whereas complaints for which the patient assumes a supernatu-
ral (or "traditional") cause are to be taken for treatment to the traditional 
doctor. In order to test this hypothesis a number of diseases - all of public 
health importance - were selected, and presented to the respondents for 
their opinion about the cause. 
As can be seen from Table 3.18 a relatively high number of people men-
tioned a modem cause in only four out of eleven diseases (malaria, schisto-
somiasis, diarrhoea and abdominal pains). Traditional causes were frequent-
ly attributed to epilepsy (assumed to be caused by witchcraft), leprosy (be-
lieved to be caused by heredity and witchcraft) and poliomyelitis (also con-
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Table 3.17 Perceived severity of diseases for adults and children 
1. "General" diseases 
1. fever 
2. malaria 
2. Diseases located in the head 
1. eye diseases 
2. stomatitis 
3. headache 
4. other diseases 
3. Diseases located in the chest 
1. pneumonia/chest pain 
2. whooping cough 
3. tuberculosis 
4. other diseases 
4. Diseases located in the abdomen 
(related to food and bowels) 
1. abdominal pain 
2. stomach pain 
3. diarrhoea 
4. worms including hookworm 
5. Diseases of the genito-unnary system 
(plus some lower-abdomen conditions) 
1. incontinentia urinae 
2. hernia 
3. schistosomiasis 
4. other diseases 




4. other diseases 




4. low back pain 
5. other diseases 




1st 2nd 3rd 1st 2nd 3rd 
2 4 2 
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Table 3.18 People's opinion about the cause of diseases 
Disease Cause of the disease 
Classification Number of 
M = modern cause respondents 
Τ = trad, cause (N = 131) 




4. Abdominal pain 
5. Tuberculosis 
6. Chest pain 
7. Leprosy 
8. Measles 





Do not know 
Snails 
Water contact 
Using too much salt 
Other 
Do not know 
Flies on food 
Cont. food and water 
Bad wind, witchcraft 
Other 
Do not know 
Cont. food and water 
Bad wind 
Other 
Do not know 







Do not know 





Do not know 
Heredity 
Witchcraft, bad wind 
Bacillae 
Infected by another person 
Do not know 
Bad wind 
Other 
Do not know 
Bad wind 
Witchcraft 
Cont. water and food 
Other 




Do not know 
Witchcraft 
Bacillae 
Convulsion and brains 
Ancestors 
































































































sidered to be caused by witchcraft). Two other diseases, measles and whoop-
ing cough, were said to be transmitted by "a bad wind", which is a tradition-
al concept of diseases with elements of a seasonal causation, common to the 
communicable diseases concept at the same time. 
The pattern of utilization was further investigated by studying the relation 
between the people's ideas about the causation of the diseases, mentioned in 
Table 3.18, and their treatment. A distinction was made between the per-
ceived need for treatment, referring to a hypothetical situation of illness and 
its treatment, and the actual treatment indicating whether people had, in 
fact, been suffering from these diseases and, if so, where they had sought 
treatment. In regard to the perceived need for treatment, the respondents 
claimed to present most diseases to the modern health units. For example, 
malaria, schistosomiasis, diarrhoea and other abdominal complaints, mea-
sles and whooping cough were almost exclusively considered suitable for 
treatment at the dispensary, and there was also a consensus about presenting 
tuberculosis and leprosy to the hospital. Patients with epilepsy would be sent 
to the traditional doctor. On the other hand, there was less agreement about 
poliomyelitis which, in the opinion of one half of the respondents, was best 
treated by the traditional doctor and, in the opinion of the other half, by the 
hospital. In comparing the perceived need for treatment and the actual treat-
ment, no marked differences were found. For example, all reported cases of 
tuberculosis and leprosy appeared to have been presented to the hospital, 
and patients suffering from epilepsy had been brought to the traditional 
practitioner. The other diseases had in general been treated at the dispensa-
ry. Self-medication was practised particularly in connection with malaria 
and abdominal complaints, but it involved only about 5 per cent of the cases. 
In conclusion, diseases with high scores on modern causation were pre-
sented to the modem health unit, particularly the nearby dispensary, and 
diseases with high scores on traditional causation were brought either to the 
traditional practitioner (in the case of psycho-neurotic disorders), or to the 
hospital (in the the case of leprosy, and also tuberculosis and other chest 
pains), or to both (as for example in the case of measles and whooping 
cough). 
3.6.4 Utilization of health services in relation to characteristics of the popu-
lation 
For reasons of comparison with findings from our health institution-based 
studies, we have analyzed other variables including age, sex, religion and ed-
ucation, as possible determinants of utilization. We were especially interested 
to find out to what extent these variables influenced the differential use 
of health resources, in other words, whether these variables contributed to 
the choice of a particular therapeutic alternative, including the hospital, the 
health centre, the dispensary, the traditional doctor and self-medication. 
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As can be seen from Table 3.19 there were only slight differences in the uti­
lization of various health facilities between sex and age categories. Thus, a 
little more males than females went to the hospital and also to the health 
centre, whereas relatively more females visited the dispensary. Furthermore, 
there was a higher representation of young patients at the dispensary, where­
as adults tended to have a higher representation at the hospital and also at 
the traditional practitioner. The latter finding also explains why there was a 
higher representation of patients without formal education and without a re­
ligious affiliation at the hospital and the traditional doctor. The finding that 
relatively more patients with formal education and a religious affiliation, 
than those without these characteristics, appeared to visit the health centre, 
notably Kahangala health centre, can be explained by the fact that the for­
mer patients were highly represented in the north-western part of the village, 
about half way between Mwangika dispensary and Kahangala health centre. 
A further observation is that people with formal education and a religious 
affiliation were less likely to go to the traditional doctor than those without 
these characteristics, though the small number of people involved warrants 
some caution. 
A final note should be made about income and health expenditure. In 
Tanzania payments only took place for the non-governmental sectors in­
cluding mission hospitals, private practitioners, shops and traditional doc­
tors. The expenditure for the various sectors as reported by the villagers 
over the period under study, has been presented in Table 3.20. 
In total, 38 households, or about 30 per cent spent money on treatment in­
cluding medicines. The average expenditure was Shs. 64 per paying house­
hold, and Shs. 21 when all households are taken into account. All expenses 
on private practitioners were reported to have been made in connection with 
deliveries at the private clinic of a midwife in the nearby Kisesa trading 
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centre. Comparable figures are only scarcely available. According to data 
from the Household Budget Survey, executed by the Bureau of Statistics in 
30,000 households all over Tanzania in 1968, expenditures on medical care 
amounted to Shs. 21 (Gottlieb, 1973a: 256), which is similar to our finding. 
Furthermore, Gottlieb (1973b: 6) found in a survey of 268 rural households, 
carried out in five districts of Tanzania in 1971/72, an expenditure on tradi-
tional practitioners of Shs. 54 per paying household per year. 



























As can be expected there is a correlation between cash income, in our sur-
vey measured by cotton sales, and health expenditure: most families spend-
ing money on treatment had grown cotton in the season prior to the survey. 
Furthermore, it was found that health expenditure was taking place more 
frequently among farmers who had an above average cash income of Shs. 
455 from cotton and, at the same time, were in possession of cattle; these re-
presented about 15 per cent of the total number of households. However, 
these two factors, when taken separately, could not fully account for the dif-
ferences in health expenditure. 
In a way the expenditures reported here represent considerable amounts 
of money, when taking into account that, at the time of this study, only Shs. 
10 per head of the population in Tanzania was available from the budget for 
health. The fact that people make use of traditional practitioners and mission 
facilities, both requiring payments, is sometimes taken as an argument for 
the abolishment of the system of free medical care provided by the govern-
ment. However, it should be acknowledged that the number of paying 
households represents only a small proportion of the total, as was the case in 
our study, and that expenditure on medical care seems to increase with in-
come, as has been shown by data from the Household Budget Survey (Gott-
lieb, 1973a: 256). Moreover, as regards traditional medicine, people may 
consider the treatment of certain diseases to be the exclusive domain of the 
traditional doctor, and therefore may consider a modern medical unit not as 
a real therapeutic alternative. 
3.7 A comparison of research findings 
In comparing the findings of our health institution-based surveys and the 
population-based study at Kinango, and taking into account our discussion 
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about the availability of the various types of health units, several conclusions 
can be made about the pattern of utilization of health services in Mwan-
za region and the factors determining it. In contrast to what is often found in 
the literature, our data have led to the overall conclusion that large numbers 
of people in rural areas make use of modern health facilities. At the same 
time, it can be seen that while various medical options were available to 
them, certain selection principles were applied which determined their 
choice of a particular type of facility. 
The first category of variables mentioned relates to various aspects of ac-
cessibility and one is concerned with the location of the health institution in 
relation to the patient's home. This appeared to be a determinant of utiliza-
tion in the greater majority of cases. It should also be mentioned that this 
trend could be observed independently of the level of health care. For exam-
ple, in Kinango 65 per cent of the sick cases reported over a period of a full 
year, were in the first instance presented to the nearby dispensary and this 
percentage would have been increased to about 85, if medicines had been 
available at this dispensary. Also, no less than 75 per cent of the patients 
who attended the government hospitals as well as the health centres, and no 
less than 90 per cent of those who attended the dispensaries, reported that 
the unit under study was the nearest to their homes. This percentage was 
much lower at fee charging church hospitals, notably 25, but this could be 
explained by the fact that half of their patients used the hospital as a sec-
ond resource, in most cases after having visited the nearby dispensary. Com-
parable figures were found in a survey at Igogwe church hospital in Rungwe 
district involving around 900 outpatients, in which it was found that the hos-
pital was the nearest unit for 35 per cent of the patients and that almost half 
of the total number of patients had sought treatment elsewhere prior to visit-
ing the hospital8. 
Our data have also shown that the catchment areas of the health institutes 
were limited, though differently for the various health units. Thus, from our 
surveys we can estimate the effective maximum of the catchment area, de-
fined as eighty per cent of all attendances (Gish, 1973b), at only 5 miles for 
an urban hospital like Mwanza, and between 20 and 40 miles for rural hospi-
tals. For health centres it can be estimated at less than 10 miles and for dis-
pensaries at a maximum of 4 miles. Comparable data are only available for 
Kibaha health centre, at about 30 miles outside Dar es Salaam, where it was 
found that 80 per cent of the outpatients were living within 10 miles from 
this unit (Al-Alawy, 1970). 
The observed variations in the effective maximum, both between health 
institutions of the same level, and between those of a different level, point to 
another aspect of accessibility as an additional determinant of utilization. 
For example, it was shown in our health institution-based surveys that hos-
pitals with good road communications and being served by more frequent 
bus services such as Geita and Sengerema hospitals, received patients from 
further distances than those with relatively poor communications and trans-
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port services, such as Sumve hospital. The position of Sumve hospital in this 
respect was also illustrated by data from our study in Kinango, situated at a 
relatively long distance of about 15 miles from Sumve hospital, in which it 
was found that only 5 per cent of the sick people had actually visited this 
hospital in the period under study. 
A third aspect of accessibility discussed concerns the fee system that op-
erated in church hospitals, with the effect that the volume of patients in 
these hospitals was considerably lower and the number of self-referred pa-
tients was much higher as compared to government hospitals. 
A second category of variables which we have investigated concerns vari-
ous aspects of morbidity as possible determinants of health services. In this 
connection it can, first of all, be concluded that there were only slight differ-
ences in the type of diseases between the various health units, in that eye 
diseases and skin diseases, as well as diseases of the digestive system, were 
more represented in the primary care units than in the hospital sector. There 
were also no differences in diagnosis between urban and rural hospitals. 
Furthermore, it appeared that the utilization of health facilities was differ-
ent for specific age and also for the sex categories. For example, patients 
aged 0-5 and those aged 16-30, particularly females, tended to be highly re-
presented. Both the health institution-based surveys and the Kinango study 
revealed that primary care facilities tended to recruit more younger patients 
whereas hospitals were attracting more adults. 
Another consideration was the severity of disease presented to the various 
health institutions. It was found that most diseases, including those present-
ed at the hospitals, were relatively simple to treat. Thus, it was found in the 
health institution-based studies that a hospital treatment was warranted in 
about 25 per cent of the cases. Also a maximum of only 10 per cent of the 
sick cases reported in our Kinango study had been presented to the hospital 
and, generally, concerned diseases which can be described as serious, both 
from the medical as well as the people's point of view. Therefore, the degree 
of severity of the disease helps to account for the differences in utilization in 
only a small number of cases. Furthermore, taking all infectious and parasit-
ic diseases together and including respiratory infections and diseases of the 
digestive system, it can be seen that these diagnoses made up at least 30 to 
50 per cent of all diseases, which strongly supports the case of preventive 
action. 
A third category of variables of utilization which we have looked into, 
concerned, what we have termed, factors of modernization. It was shown 
that there was no correlation between the level of education of the patients 
and the type of hospital chosen for treatment, in terms of urban versus rural 
hospital or in terms of government versus church hospital. The same applied 
to the religious affiliation of the patients and their choice of a hospital. Rath-
er, the observed variations in the level of education and religious affiliation 
were likely to be attributed to the differential distribution of education and 
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religion over the various catchment areas. For example, medical institutions 
were often located in an administrative centre, where the level of education 
was generally higher than in more isolated places. It is also this difference in 
the centrality of location between hospital and primary care institutions, 
which may explain why the proportion of patients without education who at-
tended the primary care facilities, was smaller than that at hospitals. Finally, 
our findings from Kinango confirmed that education and religion can not be 
regarded as important explanatory variables for the utilization of health ser-
vices. 
Both the health institution-based surveys and the study carried out at Kinan-
go have provided material for analyzing to what extent the various health 
units, and other medical resources, including traditional medicine and self-
medication represent specific functions. Seen from the point of view of the 
health institutions, the overall impression is that most people used the out-
patient facilities, both at hospitals and primary care units, for ordinary ill-
nesses; also there was hardly any difference in the medically evaluated need 
between patients who attended the hospital and those who attended the pri-
mary care institutions. This reflects the common practice that hospital out-
patient departments function as ordinary dispensaries, which is contrary to 
the popular idea that hospitals should have been referral centres for more 
serious patients only. At the same time, this failure of the referral system is a 
factor contributing to the increased costs of medical care. On the other 
hand, the fact that the size of the catchment areas of the various health insti-
tutions had increased to the extent that these institutions were better 
equipped and provided more qualified care, demonstrates that people attrib-
ute different capacities to the various levels of health care. Moreover, our 
finding that voluntary agency hospitals received more self-referred patients 
than government hospitals, also indicates that the people evaluated the two 
types of hospitals differently. 
That people perceived the functions of the various medical resources dif-
ferently can also be seen from the point of view of a community like Kinan-
go, which had a nearby dispensary, a health centre at a relatively distant 
place and a hospital at an even further place. It was found that among the 
modern health institutions, the dispensary was used most often and for ordi-
nary illnesses, whereas the hospital was visited for a minority of relatively 
serious diseases. In fact, we estimated the hospital contacts of the population 
in this area at around 5 per cent of the total number of patients seeking 
treatment. 
Furthermore, it appeared that certain types of diseases were presented to 
the traditional doctor either exclusively or in part. Our estimates of the 
people's contact with traditional doctors, varying from 7 per cent of the sick 
patients in our Kinango study to a maximum of 15 per cent of patients in 
the health institution-based surveys seems be low. Nevertheless, our data 
have shown that both the hospital and the traditional doctor were perceived 
to have specific functions. However, an interesting observation was that peo-
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pie generally did not identify the health centre as an institution with specific 
facilities, not in the sense of curative medicine or preventive medicine. 
A last medical resource mentioned concerned that of self-medication by 
the use of home made medicines or those from the shop. Estimates of the 
practice of self-medication varied from 4 per cent of the patients at Kinango 
who sought treatment, to a maximum of 25 per cent of the patients as found 
in the health institution-based studies. It was reported to be practised in mi-
nor conditions only and it was further found to be applied more often to 
younger persons than to adults. 
This, then, is a summary of our main findings in Mwanza region. Apart 
from the few data from elsewhere in Tanzania presented here, there is no in-
formation available to assess whether our findings can be generalized for 
other parts of Tanzania. 
3.8 Implications of the various models of utilization 
We will conclude this chapter by discussing the implications of our findings 
for the evaluation of the various models of utilization. We have seen that, 
though social scientists, and particularly anthropologists, have offered vari-
ous theories to account for the differential use of health services in develop-
ing countries, most of them have focused on characteristics of the popula-
tion; this was particularly due to the fact that virtually all research material 
was derived from population-based rather than health institution-based 
studies. One of the models presented in this connection was the folk 
dichotomy hypothesis relating to the people's beliefs about the causation 
of the disease. From our data it can be shown that it has some relevance 
for predicting the use of traditional versus modern medical facilities, 
but that it can not be generalized, since certain diseases, which were 
generally believed to be caused by supernatural agents, were thought to 
be best treated by modern medicine, and also since the same illness was 
found to be presented to both traditional and modern medical institutions. 
Moreover, its relevance for the planning of modern health services is of less 
importance. 
In our analysis we have also briefly mentioned two other hypotheses, one 
relating to the medically evaluated severity and the other one relating to the 
perceived severity of the disease. Our data have not shown evidence to sup-
port King's hypothesis that the medically evaluated severity of the disease is 
an important determinant of utilization of hospitals. They also do not 
support the common idea found in much of the literature in western 
countries (McKinlay, 1972), that the perceived severity of the disease is 
among the principal explanatory variables for utilization of health services. 
Considering our findings of both the health institution-based studies and the 
community-based study one can question the validity of the acculturation 
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studies which maintain that the utilization of modern medicine is 
correlated with a relatively high socioeconomic level and educational back-
ground of the population. In this connection we have put foward the hy-
pothesis that variations in utilization of health services between patients of 
different levels of education and different religious affiliations are not so 
much a function of the motivation of the individual patient, but rather a 
function of the differential distribution of these characteristics over the vari-
ous areas. It should also be mentioned that one can not draw adequate con-
clusions from studies which do not take into account the location of health 
units. For example, Reid (1969: 189), in studying the health practices of the 
Sukuma, found that traditional women in rural areas (characterized as be-
longing to a farmer's family, having no education and not adhering to any of 
the organized religions) were seeking no prenatal examinations or hospital 
delivery, whereas modern oriented women, particularly in urban areas, were 
reported to have these examinations and to choose a hospital delivery. How-
ever, it is clear that an intervening variable, notably the location of the ur-
ban health services at a short distance from the patient's home, is more like-
ly to explain the differences. 
This brings us to another conclusion, that little attention has been paid to 
the characteristics of the health services, in particular to the nature of the 
delivery system, as independent variables for explaining the differential uti-
lization of these health services. Our study, then, has shown evidence for the 
validity of this model of utilization in concluding that the accessibility of the 
health care institutions is one of the major determinants of utilization of 
modern health services. The variation, in utilization rates, is thus interpreted 
as a function of the provision of the health resources and the structure of 
health services generally, rather than a function of the characteristics of the 
population, such as for example the socioeconomic level. 
Both the folk dichotomy and acculturation model have in common that 
they consider the traditionality of the population, whether in terms of 
health beliefs or in terms of socioeconomic background, as the main barriers 
to the utilization of modern health services and consequently advocate the 
modernization of the people as the most effective remedy to this problem. In 
other words, increased utilization of modern health facilities is expected to 
take place as a result of changes in the people's beliefs, their standard of liv-
ing or as a result of changes in the society as a whole through industrializa-
tion and urbanization. In contrast, the access model localizes the cause of 
low utilization rates in the underdevelopment of the health care delivery sys-
tem, and accordingly tends to expect improvements to be resulting from 
changes within this system itself. Models of utilization are thus shown to 
have important consequences for the administration and planning of health 
services and for this reason the implications of the various models deserve 
some further discussion. 
In developing a framework for further study of utilization in third world 
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countries Benyoussef and Wessen (1974) assumed that modernization would 
be the key predictor of use of health services. Based on a survey of various 
health institutions in the province of Nabeul, Tunisia, their study presented 
as the most striking finding the much greater use of outpatient facilities by 
urban than by rural populations. The authors noticed that these differences 
did not result from differences in the health conditions between the two 
groups of population9. Rather they explained the urban-rural differential in 
terms of what was called "modernity" characteristics determined by the de-
gree of literacy, the participation in sociocultural activities, education and 
attitudes towards modern health care. Though the authors suggested in a 
concluding paragraph that differences in access to rural and urban health 
units also accounted for these differences in utilization, no data were men-
tioned to substantiate this conclusion and no reference was made to it in 
their recommendations concerning the increased utilization. On the con-
trary, they expected tendencies towards higher utilization of health services 
to emerge, first of all, from education, which they described as "a major 
force in breaking down reliance upon traditionalistic world views and folk 
practices" or as an instrument in helping "individuals to cope with their 
needs by making intelligent use of available social and health services" 
(302). In other words, utilization of modern health facilities in developing 
countries was seen as a function of the relative modernization of the popula-
tion. In the second place, increased utilization was also regarded to be re-
sulting from modernizing tendencies in the health services themselves, de-
scribed in terms of greater expertise and sophistication of health care institu-
tions. In fact, they applied their research findings on the greater use of 
health services by urbanized and thus more "modernized" people to develop 
the following two hypotheses: 1. that the productivity rate (i.e. the number 
of cases seen per professional worker, or other similar measure) will be 
greater in facilities having a greater range of service and technical sophisti-
cation available than in those providing fewer services; 2. that populations 
will tend differentially to choose, where possible, to attend the facility where 
the highest degree of sophistication of services is available to them. 
The implications of this modernization model for the better management of 
health services in developing countries are evident. What the authors advo-
cate is the development of more sophisticated, thus relatively expensive ser-
vices which, moreover, are to be concentrated in a small number of places. 
However, what they tend to overlook is that in this approach the existing sit-
uation in developing countries, in which inequality in the access and provi-
sion of health services is heavily involved as we have seen before, will re-
main unchanged. Consequently, the structure of health services proposed by 
them will, because of its inaccessibility for many of the rural population, not 
contribute to an increased utilization of modern health facilities. 
In contrast, the suggestions which can be based on our model, focusing on 
the health care delivery system, would point to the development of a highly 
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decentralized system of health services, emphasizing simple front line health 
care to be brought as near to the people as possible and run by auxiliary and 
other non-professional staff. Important arguments for such a system, sug-
gested from our research findings are, first of all, the difficulties of access 
and, furthermore, the large number of non-serious and preventable diseases 
presented at all health institutions. This system does, of course, not aim at 
an absolute equality of access to health care, but rather an adequate distribu-
tion of health services at relatively short distances and for those who need 
them. In fact, the present policy of the Tanzanian government, which has 
shifted from the hospital sector to the primary health care institutions, and 
which has also introduced the establishment of mobile health services and 
village health services, has been based on such considerations. As has been 
discussed in Chapter 2, it involves a totally different concept of moderniza-
tion related to the creation of a rural society away from the further develop-
ment of urban structures and urban patterns of life. 
The mobile health services, which were introduced in Tanzania early in 
1969, involve elements of decentralization within the existing health care 
units including hospitals, health centres and dispensaries in that their ser-
vices are no longer confined to these units, but are also distributed to the 
more remote places. The greater access of rural people to health services, 
expected to result from this approach, has been the main argument for King 
(1966: 2:7) to emphasize the importance of mobile services. Moreover, since 
public health activities, such as the care of under-fives and pregnant women, 
the improvement of water supply and health education, were emphasized in 
this scheme, there was further room for the development of the traditionally 
underrated public health services in rural areas. Finally, in the Tanzanian 
context, it created opportunities for an integrated and communal approach 
of village development, since rural workers engaged in agriculture, commu-
nity development and education also participated in this scheme. 
The village health services introduced a new level of health care and also 
a new type of staff. Before the introduction of the village health services, the 
dispensary was the smallest medical unit in rural areas, and it was expected 
lo serve about 10,000 persons. However, the provision of a satisfactory dis-
pensary service was not easy since most of the population were living in 
scattered settlements over relatively great distances. The main idea of this 
scheme was therefore to spread the health services by providing simple health 
care in ujamaa and other villages. It is organized on a self-help basis, in that 
people recruited for the post of village medical helper are, in principle, se-
lected and paid by the villagers themselves. 
This approach hypothesizes therefore, that a change in the delivery sys-
tem itself, particularly in the structure of access to health care, will result in 
considerably increased utilization of health services. It is different from the 
modernization approach which seeks changes in the people's health beha-
viour, to be brought about by an improvement in their socioeconomic status 
or from centralizing the health care delivery. 
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NOTES 
1 The quality aspects of the health services are not discussed here. 
2 Some voluntary agency hospitals provide free treatment, see our description of the 
general hospital in this section. 
3 For further information see, for example, Lieban (1973) 
4 The period of research for each health institution was as follows 
in October, 1969 
in May, 1970 
in June, 1970 
in July, 1970 
in August, 1970 
in January, 1970 
in February, 1970 
in September, 1970 
Hospitals Geita and Sengerema 
Sumve 
Mwanza 
Kagunguli and Nansio 
Bukumbi 
Health centres Misungwi 
Misasi 
Dispensaries Nyanguge and Sangabuye 
5 At the time of our research, Kagunguli was a health centre, but it was originally 
built as a hospital and had functioned as such for about ten years It still had a 
large number of beds. 
6 This evaluation covered all patients who attended the hospitals, except in Geita 
and Sengerema hospitals, where a sample of patients was taken For further infor-
mation, see section 3.3.4. 
7 Under the Tanzanian one-parly system ten houses form one cell Ten-cell leaders 
are the best source of information on local population figures since a systematic 
population registration is lacking. 
8 Unpublished report by P. Menheere concerning a sociomedical survey among out-
patients at Igogwe hospital, Rungwe district, 1968 
9 This finding is in line with data from our studies described here Some might 
argue that urban populations have less access to traditional practitioners, but evi-
dence from various parts of Africa (MacLean, 1971, Leeson and Frankenberg, 
1972, Swantz, 1972) has shown that traditional practitioners are abundant in town 
and also utilized. 
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Chapter 4. 
Problems of manpower development 
and training for rural health 
4.1 Introduction: the changing concepts of health manpower development 
In recent years there has been an increasing concern about how to meet ef-
fectively the basic health needs of populations in the developing countries 
since in many of these countries only a small percentage of the population, 
particularly in rural areas, have access to health facilities. It is also gradually 
being recognized that in Africa a "false start" has been made after Indepen-
dence by continuing to model health services after those of the developed 
countries. Thus, as we discussed in Chapter 2, in the delivery of health care 
the hospital-centered approach received major attention to the neglect of the 
provision of health services at the peripheral level. Likewise, the manpower 
system of western medicine focusing on the established profession of physi-
cians and nurses, who were both closely associated with the hospital sector, 
was believed to be the best method of delivering health care. Yet, evidence 
of the past decade shows that it has failed for reasons that are well described 
by King (1971: 7). 
"We devote too much attention to the leader of the team, to the costly, 
prestigious and intensely skilled doctor, with his long training, his 
readiness to move away from the communities that need him most in 
search of those that can reward him best, and his frequently greater 
concern for the technical sophistry of medicine than for the human 
need around him". 
Thus, towards the end of the nineteen sixties there was a high concentration 
of physicians in urban areas and particularly in the capital city of virtually 
all African countries (WHO, Regional Office for Africa, 1970; Vysohlid, 
1970). An equally important problem was found in the highly clinical and 
technical training which prepared a doctor only for medicine as practised in 
a hospital, away from the health problems of rural communities. Finally, 
there were problems in regard to status within the health hierarchy since we 
have, in the words of McGilvray (1970: 2), "succesfully exported a classi-
fication of manpower which is not only accepted as normative but carries 
with it such a degree of prestige and status that any questioning of its effec-
tiveness is well-nigh impossible". Therefore, the high costs involved in the 
training and employment of physicians, and at the same time, their maldis-
tribution and, consequently, the inadequate coverage of the population 
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were only a few of the conditions reflecting a crisis which was about to de-
velop. 
With the growing realization of the failures in the traditional approach to 
manpower and of the health needs of the rural populations there has, in re-
cent years, been an increasing interest in the training and use of auxiliary 
health care personnel. Evidence for this interest are publications of King 
(1966 and 1971), WHO (1968), Bryant (1969), the Intermediate Technology 
Development Group (1971), Fendali (1972), Flahault (1973), Pitcairn and 
Flahault eds. (1974). These publications deal, entirely or in parts, with the 
problems of auxiliaries in general, whereas a series of articles published 
in The Lancet recently, are devoted to a particular country or group 
of countries such as the former Belgian Congo (Browne, 1973), Franco-
phone Africa (Pène, 1973), Guatemala (Long and Viau, 1974), Iran (Ro-
naghy and Solter, 1974), Malaysia (Chen, 1973), Tanzania (Gish, 1973a), 
and Thailand (Harinasuta, 1973). 
The concept of the medical auxiliary is, of course, not a new one. In fact, 
the training of medical auxiliaries has a long history in various parts of 
Africa and the best known examples of this have been reported for the former 
Belgian Congo, Nigeria, Senegal, Sudan and the East African countries. In 
most cases it dates back to the first decades of this century when the expan-
sion of curative, and also public health services to the African population, 
required the development of a cadre of African medical auxiliaries designed 
to assist the small number of European doctors and other staff. 
However, the arguments for using the medical auxiliary have changed. 
For example, as will be explained in detail for Tanzania, the colonial gov-
ernments in former British territories were interested in developing a cadre 
of African auxiliary staff for the main purpose of creating an additional 
manpower source for the hospital sector, whereas nowadays medical auxil-
iaries are trained to be in charge of rural health institutions. These institu-
tions are more widely distributed and are, therefore, a more adequate 
coverage of rural populations than hospitals. 
Furthermore, an important factor giving support to the present-day con-
cept of the auxiliary in health care, is the principle of Intermediate Technol-
ogy aiming at a more appropriated health care system by adapting the struc-
ture of health services and the system of manpower to the needs of the coun-
try for which these are being developed. This appropriate technology, as ap-
plied to the field of health manpower, is characterized by its promotion of a 
labour-intensive approach through the use of inexpensively trained and lo-
cally available resources. This idea of intermediate technology in health care 
is, therefore, based on a concept of health manpower development which 
emphasizes self-reliance and which is also associated with the relatively low 
costs of training and deployment of auxiliary staff. For example, the cost of 
training a medical auxiliary in Tanzania is less than $ 2,500, but the compa-
rable cost of training a physician is around $ 40,000 (Gish, 1975a). 
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Finally, in view of the concept of Intermediate Technology there is, in the 
debate about auxiliary personnel, a growing tendency to consider the auxil-
iary a more permanent solution to the health problems of developing coun-
tries, rather than a temporary one, as it was seen in colonial days and the 
years following the period of Independence. Moreover, it is increasingly rec-
ognized that, given the pattern of diseases in developing countries, the great-
er majority of cases can be effectively dealt with by auxiliary staff. 
The purpose of this chapter is to contribute to the current debate on the po-
sition, role and training of auxiliary workers by presenting material from 
Tanzania. The term medical auxiliary is here used to describe a category of 
workers who practise medicine, though they have less qualifications than the 
physician. They are qualified to diagnose and prescribe treatment and are in 
the Tanzanian context to be distinguished from auxiliaries in the nursing 
and health (or sanitation) branches. Our concern is with the two main cate-
gories of medical auxiliaries: the rural medical aid, who is of primary school 
education, and the medical assistant, whose educational requirement is sec-
ondary schooling. Both categories have three years of vocational training. 
We will start the next section, by presenting a brief historical analysis of 
the position of medical auxiliaries within the manpower policy, both during 
the colonial and postcolonial period, in order to provide insight into the 
changing concepts of health manpower development in Tanzania. 
Then a short description is given about the changing role definitions of 
medical auxiliaries, both from the point of view of health authorities and 
training experts following alterations in the country's development policy to-
wards the end of the sixties. 
Following this the focus of the study shifts from macro-level consider-
ations concerning manpower development and the politically redefined role 
of medical auxiliaries to the empirical setting of the training institutes and 
the health service field. In this connection a description is given of the au-
thor's investigation into the public and rural health orientation of student 
medical auxiliaries carried out in various training centres distributed over 
Tanzania. 
In the next section the research findings are discussed against the back-
ground of an analysis of the dominant value system in the health service and 
the attitudes of health workers towards the rural population, which are inher-
ent to the present-day operation of the health system. 
The final section of this chapter is concerned with a discussion of the im-
plications of our study for the selection and training of medical auxiliaries. 
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4.2 The position of medical auxiliaries in the health manpower policy of 
Tanzania 
The Colonial Legacy 
The history of the medical auxiliary in Tanzania starts with the creation of 
the "dispenser" and the "tribal dresser" towards the end of the nineteen 
twenties. The dispenser evolved into the "hospital assistant" in the thirties 
and into the "medical assistant" after the Second World War. Though pri-
marily designed for dispensaries, the dispenser became, in due course, the 
assistant to the doctor in the hospital and this has been defined his main 
function throughout the colonial period and also after Independence, despite 
several attempts as long ago as the fifties to involve him in the work of rural 
health centres. 
The tribal dresser was made responsible for providing medical care to the 
tribal communities, from which he was recruited, through the system of dis-
pensaries. As has been mentioned in Chapter 2 this system came into exis-
tence along with the establishment of the Native Authorities in 1926. The 
title of "tribal dresser" changed into "African medical auxiliary" in the thir-
ties and into "rural medical aid" in the mid-fourties. 
The position of the medical auxiliaries within the structure of health services 
was inevitably a subordinate one. They were trained to serve as an assistant 
to the European doctors in the hospital or in the field. Moreover, as Leeson 
(1974) reports, they were also trained to do for the African population the 
equivalent of what the "proper" doctor did for the European population and 
those employed by the colonial government. In Tanzania this would particu-
larly apply to the rural medical aids in charge of the native authorities' 
medical services. 
This phenomenon was coherent with the British educational policy to-
wards Africans in the first decades of this century the main purpose of 
which was the production of lower level functionaries of government. The 
provision of medical training facilities can therefore be seen as consistent 
with the more general colonial policy in education, of training Africans to 
meet the needs of the colonial administration in respect of subordinate per-
sonnel. In the same way, one can explain the opposition by the European 
medical profession towards accepting African candidates as fully qualified 
physicians. For example, various types of training centres for "near doctors" 
were established such as the school for the training of "Médecin Africain" 
at Dakar, Senegal in 1918; the Kitchener School of Khartoum, Sudan in 
1920; the Yaba School at Lagos, Nigeria in 1930; and the Makerere School 
of Kampala, Uganda in 1930, for the training of Assistant Medical Officers 
in the three East African countries of Kenya, Tanzania and Uganda. As Fen-
dali (1972: 21) argues, these subprofessional types of training largely re-
flected an outlook that could not envisage an institute of higher education of 
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comparable status to those of the "mother country". A similar case has been 
documented for the former Belgian Congo, where members of the faculty of 
Lovanium were opposed to the full recognition as physicians of Congolese 
ex-medical assistants (de Craemer and Fox, 1968: 56). 
A subject which so far has drawn little attention in the literature, is that the 
position of medical auxiliaries in the health manpower hierarchy was not 
only determined by racial divisions, but also by the division of the health 
services into a central and a local government sector. In Chapter 2 we have 
documented the dualism inherent in the colonial health services in that cen-
tral government was providing largely urban-based hospital services, where-
as the local governments were catering for the needs of the population in ru-
ral areas through its dispensary services. This situation had several implica-
tions for the position of medical auxiliaries in the health manpower develop-
ment. 
In the first place, since the hospital system, with doctors running it, 
has always been accepted as normative for the development of the health 
services, it is apparent that the traditional considerations of manpower needs 
have tended to focus on the longer established professions. This is, for ex-
ample, illustrated by the proposals as laid down in the Pridie report of 1949, 
which largely determined the manpower policy of the British colonial gov-
ernment in Tanzania and which placed emphasis in the development of ru-
ral health services on the rapid increase in staff from overseas, both physi-
cians and nurses. As a result in Tanzania and elsewhere in Africa things 
were neglected at the auxiliary level, as has, for example, been reported by 
Hailey (1956: 1963). He not only mentioned the failure to train a sufficient 
African agency for health extension work, but attributed to this the unsatis-
factory health service coverage of the rural population. 
In the second place, the dominance of central government over local gov-
ernment caused the health services themselves to be organized hierarchical-
ly. Naturally, the manpower hierarchy parallelled this hierarchy of health 
services and it is from this situation that the different positions of the two 
types of medical auxiliaries can be clarified. Throughout the colonial period 
the majority of the medical assistants belonged to the hospital sector, in par-
ticular of the central government, and rural medical aids to the dispensary 
sector of the local governments. For example, in 1961 the central govern-
ment employed 190 medical assistants as against 30 and 60 by local govern-
ment and missionary organizations respectively. At the same time, the cen-
tral government and missions employed only 25 rural medical aids, whereas 
the local authorities employed 370 (Titmuss et al., 1964: 180-190). Since the 
medical assistant belonged to the hospital sector largely run by central gov-
ernment, his status in the hierarchy of health manpower was intermediate 
between the doctor and the rural medical aid. 
In the third place, training programmes for rural health services being the 
domain of the local authorities, received relatively little attention both from 
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the government and the missions. For example, during the greater part of 
the colonial period only one school for rural medical aids (Mwanza, 
1936-1971) was in existence, as against three schools for medical assistants 
(Dar es Salaam, 1926-1961; Minaki, 1931-1951; Bumbuli, 1938 until the 
present time). Moreover, by its close association with the local authorities' 
health services, the rural medical aid was given a relatively low status in the 
hierarchy of health manpower and a correspondingly low salary. 
A further aspect of the medical auxiliaries' position in the health man-
power policy is that there has always been a considerable amount of uncer-
tainty about the continuation of the two grades, both during colonial days 
and after Independence, though for different reasons. As long ago as the 
publication of the Pridie report of 1949, suggestions were repeatedly made 
during the post-war period until Independence concerning the introduction 
of a system of rural health centres in Tanzania, as had been set up else-
where. To achieve this it was envisaged that in the long run dispensaries 
would be upgraded to health centres and that there would be one common 
standard for medical auxiliaries at the level of medical assistant as the in-
charge of a rural health centre. Thus, with the proposed health centre 
scheme, in the post-war period, the medical assistant in Tanzania was for 
the first time being linked with the rural health services. It took, however, 
another decade before this scheme began to be implemented, as we have 
mentioned before. Meanwhile, the colonial government seriously considered, 
in its Five-Year Plan 1956-1961, the discontinuation of training rural medi-
cal aids, but finally abandonned the plan in 1960, apparently in response to 
the increasing demand for qualified dispensary staff by the local authorities. 
Moreover, these authorities also opposed to the upgrading of rural medical 
aids to medical assistants, because of the additional financial burden it 
would add to their budget in terms of increasing expenditure on salaries. 
Independence 
At Independence the most controversial area, in terms of medical auxil-
iaries, was the position of the medical assistant, whose training was suddenly 
stopped in the early sixties, and it appears that three reasons can be given 
for this measure. First, in independent Tanzania the medical assistant, char-
acterized by its subordinate colonial status, was no longer acceptable to the 
new leaders and they wanted medical doctors to be trained in their place. 
Referring to this particular situation in Tanzania the Junior Minister for 
Health recently described, what he called, the set-back for the country as 
follows1: 
"That was when, first of all, we gained our Independence; and in the 
ensuing excitement, one was confronted with confusing ideas about 
change and experiment, even in the field of training and utilization of 
medical auxiliaries. That was when we thought the day of the medical 
assistant was over, although we should have known better. That was 
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when we were all pre-occupied with the problems and the complex task 
of starting the first medical school in Dar es Salaam, and it was easy in 
that situation to decide to close the medical assistants school of Dar es 
Salaam . . . " . 
Second, the period before and immediately after Independence led to a con-
siderable wastage of medical assistants due to their recruitment to other 
more attractive lines of government service or private business, which offered 
better chances for promotion. This was the inevitable result of the take -
over of leading positions in politics and other sectors from expatriates by the 
educated Tanzanian citizens. It is not known whether in Tanzania the possi-
bilities that were available for promotion, brought disorganization of the 
health services, as has been reported for the former Belgian Congo (Jans-
sens, 1972), but the attention drawn to this wastage in the annual reports of 
the Ministry of Health in the years following Independence suggests that it 
has caused serious problems. Another indication is the observation by Tit-
muss et al. (1964: 180) that of the 400 medical assistants on the register at 
the end of 1961, less than 300 were thought to be still working as medical 
assistants. 
A third reason given for the discontinuation of the training of medical as-
sistants has, according to the same source, been the changes in the educa-
tional system in 1961 in that secondary education was extended from stan-
dard X, from which student medical assistants had so far been recruited, to 
standard XII, making it unlikely to attract candidates for the course. 
It is interesting to follow up briefly other changes in the health manpower 
system which took place in the immediate post-Independence period, as 
these also affected the position of medical auxiliaries. In the first place, in 
view of the wastage of medical assistants due to the wider field open to these 
educated persons, and also in view of the decreasing output of standard X 
pupils, a system was introduced in 1961 to upgrade medical assistants to as-
sistant medical officers during a one-year course in Dar es Salaam. 
In the second place, around Independence, an increasing demand was 
made in Tanzania, and elsewhere in Africa, for institutes of higher education 
to be established including a medical school. Originally this medical school, 
to be built in Dar es Salaam, was envisaged, in the words of the then Chief 
Medical Officer, "to produce medical personnel primarily, or at least ulti-
mately, for the health centres" (Clyde, 1962: 206). Similar ideas were ex-
pressed by the Titmuss committee (1964: 184). The new course would be 
open to applicants who had obtained the School Certificate or "O" level of 
education, instead of the Higher School Certificate or "A" level of educa-
tion which was required for entering the graduate course at Makerere. 
In retrospect, this measure in health manpower policy, taken shortly after 
Independence, can now be seen as typical for the period of neocolonialism 
in that an institute of higher medical education was proposed, offering di-
plomas which would not be considered equivalent to those of the "proper" 
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doctors. More importantly, it illustrates the position of the rural health ser-
vices since a distinction was made between fully qualified practitioners to be 
employed in the urban hospital system, and so-called "rural practitioners" 
with less qualifications working in health centres of rural areas. Thus, solu-
tions were sought which would offer no threat to the medical establishment. 
Since the pre-Independence pattern of orientating the government's social 
and economic policy towards the development of the urban sector largely 
continued between Independence and the Arusha Declaration in 1967, it 
can be understood that the emphasis in medical manpower in this period 
was more on highly trained personnel, and that the training of rural health 
staff received relatively little attention. The rural medical aids school at Mi-
naki was closed in 1961, though at the same time, a new school was opened 
at Mnero. Furthermore since the training of medical assistants was discon-
tinued after Independence, no provision was made for new training facilities 
in the First Five-Year Development Plan 1964-1969. However, the Minis-
try's policy towards the grade or grades intermediate between the rural 
medical aid and the physician were at least ambiguous. On the one hand, the 
idea of training auxiliary staff for health centre work at a higher level than 
that of medical assistant was not entirely left out2, but, on the other hand, 
the need for medical assistants was again recognized. For example, in the 
Ministry's annual reports between 1964 and 1966, mention was made of in-
creasing demands for medical assistants and in 1967 the Minister of Health 
acknowledged: "it is now clear that medical assistants will continue to hold 
key positions in our hospitals for many years to come as it is most unlikely 
that, in the foreseeable future, we will have enough doctors to cope with the 
ever increasing demands in the health services. It is, therefore, imperative 
that we intensify their training"3. These circumstances perhaps, caused the 
government to pay only little attention to the course of assistant medical of-
ficers, which was introduced in 1961, but was never intensified4. On the 
other hand, the medical school for the Tanganyika-trained rural practitioner 
opened in 1964 and it was gradually recognized as a graduate training. It 
was absorbed into the university structure in 1968 as part of the University 
of East Africa, and since 1969 as part of the newly established University of 
Dar es Salaam. 
The post-Arusha period 
Following the Arusha declaration in 1967, the Tanzanian government has 
clearly shown its committment to a transformation of society by giving pri-
ority to the development of the rural areas. Accordingly, it has changed its 
medical manpower system by emphasizing the need of primary health care 
workers as the most effective approach to mass health problems. The con-
siderable expansion in the training of rural health staff, particularly in recent 
years, has been an almost unique development. Already in 1968 the school 
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for medical assistants at Bumbuli was re-opened and a new one established 
at Tanga in the same year. More of these schools were opened in Máchame 
in 1969, in Mwanza in 1971, in Ifakara in 1973, and in Mbeya in 1974. 
Schools for rural medical aids were built in Kibaha in 1967, in Bukoba in 
19705, in Mvumi and Sengerema in 1971, in which year the school at Mnero 
was transferred to Masasi and that at Mwanza was closed to switch over to 
the training of medical assistants. In 1972 it was decided to have a rural 
medical aid training centre in nearly all regions by 1975, requiring eleven 
new schools, most of which were completed towards the end of 1974. In this 
way it is hoped to increase the number of medical assistants from about 300 
in 1970 to 1,200 in 1980 and that of rural medical aids from 500 to 2,800 in 
the same period. At the same time crash programmes have been worked out 
for the training of mother and child health aids and for health auxiliaries 
who eventually will be working in the dispensaries. By so doing Tanzania 
has not only accepted the need of auxiliaries, but has, as one of the very 
few African countries, actually committed itself to their training and utiliza-
tion, and even given priority to this cadre over that of doctors. Finally, it 
has introduced a new type of rural worker known as the village medical 
helper who is selected by the villagers and is trained, in a 3 to 6 months 
course, to provide simple health care in ujamaa villages. 
These changes in the country's health policy as well as the emphasis on 
the training of auxiliaries in recent years is well illustrated by the following 
figures concerning the pattern of expenditure of the development budget 
(Gish, 1975a). 
Table 4.1 Health development budget expenditure in Tanzania 1969/70-1974/75 
(in percentages) 
Sector 
Hospital and ancillary 
services 









































From Tabel 4.1 it can be seen that during the years 1969-1972 over half the 
development budget had gone into hospital services, of which two-thirds 
were spent in Dar es Salaam. However, over the last three years hospital ex-
penditure has fallen to only slightly over a tenth of the budget. At the same 
time, expenditure on rural health centres and dispensaries on the one hand, 
and on auxiliary training centres on the other hand has increased consider-
ably. Moreover, during the first three years, around 85 per cent of the ex-
penditure on training was spent in Dar es Salaam as against less than 2 per 
cent in the following three years. 
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Summarizing, this analysis has shown the change that has taken place in the 
manpower development philosophy in which a hospital orientated approach 
has been replaced by a primary care orientated approach. Consequently, the 
medical auxiliary has moved from a marginal to a central position within the 
manpower policy. 
4.3 The changing role definitions of medical auxiliaries 
We have seen how the development of the rural health services in Tanzania 
required an increasing number of auxiliaries. However, it is obvious that the 
emphasis on primary care institutions in the structure of health services and 
on the auxiliary in the system of health manpower was not a sufficient con-
dition for implementing the rural health policy, buth that this necessitated 
changes in the orientation of rural health workers themselves and, equally 
important, in their training. It is particularly within the context of the latter 
subject that we will discuss a number of problems in more detail, but before 
doing so we, first, have to examine to what extent the political changes to-
wards the end of the sixties have affected the role definition of auxiliaries. 
The purpose of this section, then, is to describe briefly the emergence of a 
change in the role of medical auxiliaries as viewed by health authorities and 
training experts following the new development policy. 
In the previous section we have seen that the medical assistant was formerly 
trained and employed as a hospital assistant, that is to supplement the work 
of the doctor in the hospital. After the Second World War, suggestions were 
made to get him involved in rural health work, as the change in name also 
symbolizes, following the health centre movement aimed at the provision of 
comprehensive care. However, as has been discussed, it was not until the 
end of the fifties that the first health centres were built and manned by 
medical assistants. With the proposed increase in the number of health cen-
tres and the recognized need of medical assistants some years after Indepen-
dence, more and more medical assistants were placed in charge of health 
centres to provide integrated curative and preventive care. However, the 
emphasis in the training remained focused on the idea of the doctor's assis-
tant in the clinical set-up of the hospital, as the revised syllabus of 1966 
demonstrates. These trends reflect, therefore, a difference in opinion about 
the role of the medical assistant between the health authorities and the 
training institutions. The former category regarded the medical assistant to be 
qualified for both clinical work in the hospital and health centre work, as 
appears from the First and Second Five-Year Development Plans; the 
training institutions, on the other hand, continued the pre-Independence 
pattern of training him for hospital work only. 
Since the introduction of the local authorities' health services, the rural 
medical aid has always been primarily designed for what was called "rural 
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practice" in the dispensary. Typically, the dispensary has, until very recent-
ly, been seen as a unit for the provision of first aid and treatment only, and 
the training of the rural medical aid, as a result, has predominantly been 
orientated to curative work. In the years preceding and immediately follow-
ing Independence no significant changes occurred in the job description of 
rural medical aids nor in their training, despite suggestions made in the fifties 
to merge this cadre into that of medical assistants, and also despite the Minis-
try's request to the training centres in 1962 to make proposals for the revi-
sion of their curriculum6. The only changes that took place, in the latter 
case, were that the course was elongated to last two and a half years and 
that some stress was placed on preventive medicine. 
From the end of the sixties onwards one can see the beginning of more radi-
cal changes in the role definition of medical auxiliaries as well as other 
medical staff, as the following examples will show. In the first place the 
Ministry of Health recommended, in circulars to regional medical officers of 
October, 1969 and June, 1970, the formation of mobile public health teams 
within all health institutions. These teams were given the task of visiting 
the surrounding villages to "advise people on matters of public health impor-
tance and provide treatment of minor conditions, on the spot"7. The first 
mobile public health scheme, established at the level of a district, was worked 
out in 1969 by the district medical officer of Lindi, P. Stambuli. In Mwanza 
region arrangements were made towards the end of 1970, to start mobile 
public health teams with the aim of extending "the curative and preventive 
services from the existing medical units to the people in the villages". And, 
considering the local conditions in the region, it was advised to give priority 
"to health education, immunization, and under-five clinics"8. Moreover, the 
schemes were seen as multidisciplinary activities, in which also representa-
tives of other departments, such as adult education, agriculture and rural 
(or community) development would participate. 
In the second place, following the introduction of the Second Five-Year 
Development Plan 1969-1974, with its main emphasis on the extension of 
rural and preventive health, regional seminars were organized, as from the 
second half of 1969, for the reorientation of health centre staff, since it ap-
peared that in practice many health centres were not operating according to 
the health centre concept of integrated care. 
A third example concerns the introduction in the beginning of the seven-
ties of seminars on political education, which were conducted for all health 
workers to explain the principles of the government's rural development 
strategy and their implications for the health sector. 
Furthermore, refresher courses, particularly for dispensary staff, were or-
ganized, where information was given about the new health policy. 
It is of interest to note that the measures taken, as mentioned in these ex-
amples, are themselves clear indications of the improved system of commu-
nications between the health authorities at the national and regional level on 
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the one hand, and the workers at the peripheral level on the other hand. In 
fact, there was a great need for more information since our teaching expe-
rience during these refresher courses, and also our health institution-based 
studies, showed that rural health staff working in dispensaries and health 
centres in Mwanza region, were not familiar with the new health policy. 
A final example concerns the participation of rural health workers in adult 
education classes since the launching of an intensive programme of adult ed-
ucation by the government in 1970. An important characteristic of it was 
that literacy activities were related to development problems, and for this 
reason health was among the subjects to which particular attention was paid. 
These examples may have shown that medical workers, and auxiliaries in 
particular, were increasingly made aware of their new tasks; 
1 to include a good deal of preventive work, apart from curative work 
2 to provide integrated care also at the village level instead of confining this 
care to the dispensary station 
3 to follow a community-based approach instead of a single patient ap-
proach 
4 to play an important role in rural development both in regard to health 
and general matters. 
These efforts were no guarantee that the changes proposed in the role def-
inition of auxiliaries, were all put into effect. For example, one of the short-
comings was that the information was given to rural health staff incidentally 
rather than continuously, and further that information alone did not pro-
duce the right motivation. As will be argued in section 4.6 there were more 
fundamental problems in implementing the proposed changes, though these 
were valuable in themselves. 
Taking these changing role definitions as a background for further discus-
sion, it would now be interesting to examine to what extent the training cen-
tres have adapted themselves to meet the new requirements. 
The first grade for whom changes in the training programme were consid-
ered, was that of the rural medical aid. Towards the end of 1968, letters 
were sent to the training centres for rural medical aids at Mwanza and Mne-
ro, by the Ministry of Health, inviting proposals for the revision of the rural 
medical aid curriculum of 1964. The most important suggestion was that a 
section on basic obstetrics should be added. In 1969 the Principal of the Ki-
baha Training Centre, J. Korn, made, at the request of the Tanganyika 
Medical Training Board, recommendations for a new syllabus for the train-
ing of rural medical aids. Further details were worked out in cooperation 
with the staff of the Mwanza Programme. In these recommendations an at-
tempt was made to give up the traditional approach of regarding the rural 
medical aid as a curative worker, and, instead, to bring his tasks much more 
in line with the new development strategy, of providing integrated care and 
carrying out mobile health work in rural populations. Consequently, his role 
as a public health and community development worker in rural areas was 
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stressed, and this would be the main aim of his training. This would, there-
fore, include a great deal of community health, emphasizing preventive med-
icine, and in particular, practically orientated work; projects to be carried 
out in cooperation with village development authorities, and increased ef-
forts to motivate students for rural health work. 
With regard to medical assistants the following initiatives for improve-
ment in the training situation should be mentioned in particular. Between 
1970 and 1972 the Ministry was approached by the Principal of Máchame 
Training Centre, J. Joachim, also on behalf of representatives of other train-
ing centres, to arrange for regular consultations with the aim of standardiz-
ing the teaching. It was also requested to organize seminars for the teaching 
staff, to discuss the objectives of the medical assistants training, and ex-
change views on various subjects in the syllabus such as the organization of 
public health practicáis, and to improve the educational methodology. The 
first seminar of this type was held at Kibaha early in 1973. Joachim also re-
vised the section on preventive medicine in the syllabus of medical assistants 
in 1971. In the following year Mrs R. MacMahon, formerly Principal of the 
Mwanza Rural Medical Aid Training Centre between 1963 and 1968, was 
appointed Principal of the Tanga Medical Assistants Training Centre and, at 
the same time, W.H.O. consultant to revise the syllabus of medical assis-
tants. According to her first memorandum, the need for revision of the sylla-
bus had arisen for three reasons9. 
1 The old syllabus trained medical assistants to assist doctors working in a 
hospital, whereas the new requirement was for a medical assistant work-
ing in a health centre or outpatient department very often on his own. 
2 The old syllabus was orientated towards clinical individual medicine, 
whereas there was a need for an increasing orientation towards communi-
ty medicine and health care in rural areas. 
3 The old syllabus suffered from the intrusion of certain concepts which ap-
ply to western medicine and was not fully adapted to conditions and re-
quirements in Tanzania. 
The important outcome of these deliberations on the training of both medi-
cal assistants and rural medical aids was the desire to definitely orientate the 
medical auxiliaries' role to public and rural health work. However, these 
new concepts represented no more than general principles and, in some ca-
ses, guidelines on which training experts and principals of training centres 
could agree, but which still had to be worked out and implemented at the 
various training centres. In any case, towards the end of 1973, when the au-
thor left Tanzania, no regulations according to the new concepts of training 
had been worked out, or practised, to an extent that they affected the train-
ing in a significant way. Moreover, though the intentions expressed in the 
new proposals for training were of vital importance, equally important were 
the resources needed to put these intentions into practice, and this present-
ed another bottleneck in the training situation. For example, it was the au-
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thor's experience that the considerable increase, in 1971, in the number of 
hours allocated to public health in the medical assistants and rural medical 
aids training had hardly been utilized in a meaningful way; this was due to 
lack of know-how, or motivation to public and rural health on the part of 
the, often inadequately trained, teaching staff, and also due to lack of op-
portunities for field work training at most of the training institutions. There 
was, therefore, a contradiction between the role that medical auxiliaries 
were asked to perform, and the practice of training. 
It is the purpose of the following section to discuss this problem more in de-
tail by presenting the results of investigations which particularly looked into 
the students' attitudes towards public and rural health. 
4.4 A survey of student medical auxiliaries 
4.4.1 Introduction and methodology 
Unfortunately very little attention in social research has been paid towards 
medical auxiliaries and their training situation, although their position in the 
health services is an important one since the majority of the population has 
to rely on these workers for their treatment in case of illness. As far as we 
are aware the only information available for African countries is the study 
by de Craemer and Fox (1968) in regard to the role of the medical assistant 
in the former Belgian Congo, and that of Jayaraman (1970) on the social 
background and occupational role of medical assistants in the Lusaka teach-
ing hospital. A revised version of our study has been carried out in Tanza-
nia, in late 1973, by R. Hart of Kilimanjaro Christian Medical Centre as part 
of a nation-wide survey among student medical auxiliaries. It was underta-
ken at the request of the Ministry of Health, but so far no results have been 
published. 
In view of the training of medical auxiliaries, to which the staff members 
of the Mwanza Programme were particularly committed, it was decided to 
carry out research with the main aim of obtaining information, first, on the 
social background and, second, on the public health orientation of the stu-
dents. More specifically the objectives of the research were 
1 to clarify the process of selection and admission 
a by assessing the social background of the students 
b by analyzing the process of their occupational choice. 
2 to study the students' opinion on the status of medical auxiliaries within 
the hierarchy of health services 
3 to look into the students' attitudes towards preventive medicine in the 
course and into their perception of the medical auxiliary's role, especially 
in regard to public health. 
Most data presented here are based on research carried out among student 
rural medical aids. Additional information was obtained from student medi-
cal assistants. Finally, investigations were also conducted among qualified 
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rural medical aids, which data allow comparisons to be made between stu-
dents and graduates. The investigations were done over a period of two and 
a half years. 
Following are the details of the various categories of respondents as well 
as the places and the periods at which the studies were carried out: 
1 32 first year student rural medical aids at Mwanza, in November, 1969; 
2 24 first year student rural medical aids at Kibaha, in January, 1970; 
3 18 third year student rural medical aids at Kibaha, in January, 1970; 
4 20 first year student rural medical aids at Bukoba, in July, 1970; 
5 37 first year student medical assistants at Mwanza, in April, 1971; 
6 30 first year student rural medical aids at Sengerema, in February, 1972; 
7 37 qualified rural medical aids (here to be called "graduates") working in 
the dispensaries of Mwanza and Kwimba district, in May and July, 1970 
respectively. 
Therefore, the total number of student rural medical aids involved was 124, 
and that of medical assistants 37. These numbers included all students of the 
respective year groups in the training centres concerned, thus covering 100 
per cent of the students. The 37 graduate rural medical aids who were em-
ployed by the Kwimba and Mwanza district councils, represented more than 
90 per cent of this cadre working in the two districts at that lime. 
The training centres at Kibaha and Mwanza were run by central govern-
ment, whereas those at Bukoba and Sengerema were attached to mission 
hospitals. However, all centres were using the same regulations and syllabus 
for the training of the respective categories of medical auxiliaries. The stud-
ies carried out in 1969 and 1970 included three of the four schools for ru-
ral medical aids in the country; not included was the school for rural medi-
cal aids at Mnero, which had only a small number of students. Moreover, at 
the time of our research, there was only one stream of students in the Bu-
koba training centre, that had just been opened, and also in the Mwanza 
training centre, since this was to be closed by mid-1971. In 1971 and 1972 
studies were also done in the newly established training centres in Mwanza 
region, in which the author was involved, namely for medical assistants at 
Mwanza and for rural medical aids at Sengerema. 
The collection of data was done by studying the school system, by con-
ducting personal interviews with a number of individual students in an ex-
ploratory phase of the study and by using written questionnaires (Appendix 
4). These were presented to the students while in classroom, and to the grad-
uates while attending a refresher course. The students' questionnaire was in 
English, whereas that of graduates was in Swahili since a number of them 
were thought to have difficulties with English as they had left school a long 
time ago. The design of the questionnaire was such as to minimize the need 
for assistance. With regard to the contents of the questionnaire it, first of all. 
consisted of a number of factual questions enquiring about the social back-
ground of the student and his family. The remaining part of the 
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questionnaire concerned opinion questions, most of which, however, could 
be pre-coded since the range of answers to these questions were limited and 
could be determined in advance. 
4.4.2 Social background 
There are only a few formal requirements for admission into the training 
centres, as stated in the regulations of the Tanganyika Medical Training 
Board, and these concern, first of all, education and age. The minimum re-
quirement of education is standard VII/VIII for student rural medical aids 
and standard XII (Form IV) for student medical assistants10. In Kibaha 
slightly over 10 per cent, and in the other schools between 30 and 40 per 
cent of the students had more than the minimum requirement. Particularly 
the mission training centres of Bukoba and Sengerema had been recruiting 
from standard XI and XII leavers at the time when they were selecting stu-
dents themselves (for selection procedures see section 4.4.3). The graduate 
rural medical aids, most of whom had completed their training before Inde-
pendence, possessed higher educational qualifications than the students. 
Candidates for both rural medical aids and medical assistants training 
courses must have passed more than their sixteenth birthday. Student medi-
cal aids showed great differences in their age at selection, which varied from 
17 to over 30 years. In all training centres for rural medical aids over 80 per 
cent of the students were 20 years or more at enrollment. This high percent-
age of older students reflects the preference of training authorities for select-
ing partly from among candidates with a relatively high level of education, 
as we have just described, and partly from among candidates who have had 
a job before admission into school, as will be discussed later. All student 
medical assistants were under 25 years at admission, but the females were 
mostly under 20 years. 
The graduates attending the refresher courses also showed a wide variety 
in age ranging from 18 to over 50 years. It is interesting to note that almost 
75 per cent of them had completed their training before Independence, and 
25 per cent even before 1945, whereas their refresher course was the first 
one to be organized for them. 
Another requirement for selection of both categories of medical auxilia-
ries concerned "a satisfactory testimonial as to the student's character 
and conduct" to be provided by the school at which the candidate was edu-
cated. 
There was no regulation in regard to the intake of students according to 
sex, but in practice no females had been selected for the training of rural 
medical aids, contrary to that of medical assistants, particularly in recent 
years. For example, among the first intake at Mwanza Medical Assistants 
Training Centre in 1971 about 20 per cent were women, and this percentage 
was increased to between 30 and 40 per cent in 1972 and 1973 respectively. 
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Until the end of 1969 and the beginning of 1970, when only four schools for 
training of rural medical aids were operating, students were recruited from 
all parts of the country. However, at that time, clusterings in regional back-
grounds were found among students from regions, which during the colonial 
period had been more developed and had more educational facilities such as 
Arusha, Kilimanjaro, Tanga and Coast regions in the north-east and Mwan-
za and West Lake regions in the north-west. In later years, however, when 
more of these training centres were built, students were often drawn from 
nearby regions, as the examples of Sengerema and Bukoba show (Appendix 
5). 
Student medical assistants at Mwanza were also recruited from nearly all 
regions of the country, with a clustering again around the more developed 
regions. 
Dodoma region was never mentioned by the students. It should be noted, 
however, that in 1971 a training centre for rural medical aids was opened in 
Mvumi, located in Dodoma region. 
Of the graduates, 45 per cent were born in Mwanza region and of the re-
maining 55 per cent were drawn from other regions near Lake Victoria. 
Most of the graduates had also been posted to areas near their home dis-
tricts. 
The tribal background of students and graduates largely parallelled their 
regional origins. There was a relatively high proportion of Nyamwezi, Su-
kuma, Chagga and Haya. 
Most schools showed a similar pattern of religious affiliations of the stu-
dents, in that about 90 per cent of the students in all schools except Kibaha, 
belonged to a christian denomination. At Kibaha about 40 per cent of the 
students were moslems, which corresponds to the high proportion of mos-
lems living in the coastal areas of the country. All graduates but one, be-
longed to a christian denomination. There has, therefore, been no difference 
in recruitment with regard to the religious affiliation of students between 
training centres of the government and those of the missions. 
Between 50 to 70 per cent of the students received their general education 
at mission schools, whereas the remainder were trained at schools run by 
district councils and, sometimes, central government. Of the graduates, 
about 80 per cent had been educated at a mission school, in a period when 
government schools hardly existed. The graduates received their education 
during the colonial period, while the students completed their primary 
education before or shortly after Independence, when the colonial pattern 
of education was still predominant. 
A rough indication of the socioeconomic background of the family, in which 
the student was born, was obtained from information about his father's oc-
cupation and the occupation of his eldest brother. 
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The occupational background of the fathers of both students and gradu­
ates is presented in Table 4.2. It indicates first, that the majority of them 
were drawn from farmers, with an increasing proportion in recent years. 
Second, it shows some differences in that of the remaining fathers, most 
were engaged either in the technical field and in trade, as were the fathers of 
the students at Kibaha, or in the field of administration and education, as 
were the fathers of students at the other training centres. This illustrates a 
pattern of labour division as described elsewhere (Heynen, 1968: 57), in that 
christians largely dominate clerical and other occupations for which school 
education is an important prerequisite, whereas moslems dominate much of 
the artisan-type and trading occupations. Third, it reveals that only a rela­
tively small percentage of fathers had an occupation in the medical field. 
Therefore, this occupational background of the students' fathers does not 
correspond with the occupational background of the majority of the eco­
nomic active population in Tanzania, of whom over 90 per cent are farmers 
(1967 census). Instead, it shows a certain selection towards white-collar and 
often town-based occupations. 














































































































* No data are available from student medical assistants and graduates. Furthermore, this 
table only presents data of students who had an eldest brother. 
Data regarding the occupational background of the eldest brothers as pre­
sented in Table 4.3 underlines the trend described above. Compared to the 
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fathers occupation, the number of eldest brothers engaged in farming was 
much less, whereas the number of white-collar workers in the field of educa-
tion and administration had increased. 
4.4.3 Further aspects of selection and the decision to become a medical 
auxiliary 
The purpose of this section is to further examine the selection process itself, 
both from the point of view of the training centre and from that of the stu-
dents. In particular we will concentrate, first, on the job performance prior 
to admission, and, second, on the students' motivation towards a career as a 
medical auxiliary. Before presenting this analysis a brief description is need-
ed about the administrative arrangements in the selection process, which is 
different for the two categories of auxiliaries. 
In Tanzania there is a system of allocating students to the various educa-
tional institutions centrally by government. At the end of Form IV, secon-
dary school students complete a form in which they indicate wether they want 
to be selected for university education, teacher training or other vocational 
training courses. When opting for a vocational training students have to 
list five of such courses, in order of preference. On the basis of this infor-
mation the government then allocates students to the various training centres 
including those for medical assistants. It appeared from data at the Mwanza 
Training Centre that the students' preferences were taken into account. For 
example, all students, both males and females, recruited here had given the 
highest preference for the medical assistants course, though the latter ones 
gave an almost similar preference to the nursing course. Other courses in the 
field of health, such as that for laboratory technician, dental assistant, nurse 
and health officer for males, and that of laboratory technician and 
nutritionist for females, were also among the most preferred ones. 
Formerly, the selection of student rural medical aids was done by the in-
dividual training centres themselves after vacancies for the course had been 
advertised in newspapers, through district councils, government offices and 
also schools. Prospective candidates had then to apply through the district 
council of their home areas and within the districts a pre-selection was made 
following an interview with the district medical officer. The final selection, 
taking place at the training centre, was based, apart from the district medical 
officer's assessment and a recommendation from the primary school teacher, 
on a written test to assess the general knowledge of the candidates. Since 
1971, however, this final selection has been done centrally by the govern-
ment which allocates students to the various training centres. Of the students 
involved in this study only those at Sengerema were selected in this way. 
Until 1970 school fees were paid in training centres run by mission hospi-
tals only. In such cases students were usually sponsored by voluntary agen-
cies in need of manpower, since annual fees were relatively high (around 
Shs. 800 in 1970). However, since 1971 there was no charge for training nor 
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lodging to the individual students, as had been the case at government train-
ing centres before. There existed, therefore, no financial barrier for admis-
sion into the school. 
Table 4.4 Job performance prior to admission 
Previous 
experience 































It is significant to note that student rural medical aids were very often re-
cruited from among candidates who had a previous job before. For example, 
between 70 and 90 per cent of the students selected by the training centres 
at Mwanza, Kibaha and Bukoba had a previous job, whereas in Sengerema 
it was over 40 per cent. More significantly, in all schools at least 50 and of-
ten over 70 per cent of the students with a previous job had worked in the 
medical field (Table 4.4). 
Thus, although candidates with a pre-professional experience in medical 
work were not officially given any preference for admission, they were in 
fact considered first by the training centres and later also by the government 
selection committee. Most of them had been employed by district councils, 
and also by the government and voluntary agencies, all of which were in fact 
active in recruiting candidates, as they needed a new supply of qualified ru-
ral medical aids. Virtually all of them had worked in a largely curative envi-
ronment, either as a dresser in a dispensary or as a nursing assistant in a 
hospital. It will be clear that in this way they will have identified medicine 
with curative rather than preventive activities and it is here that the signifi-
cance for the training situation is best demonstrated. Moreover, from the 
point of view of the manpower argument one can understand the desire of 
the selecting and sponsoring agencies to give preference to staff with some 
experience, but this procedure tends to emphasize the technical criteria of 
selection. 
In discussing the various factors which were supposed to have motivated the 
respondents to become medical auxiliary workers, it is apparent that the 
pre-professional work experience of an impressive number of student rural 
medical aids was, in terms of occupational motivation, of special impor-
tance. Thus, their decision to choose a medical (auxiliary) training was influ-
enced, to a large extent, by the medical manpower need of district councils 
and other sponsoring agencies which employed them. At the same time, it is 
quite understandable that these circumstances in the working environment 
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did correspond with the respondents' own interests in becoming rural medi-
cal aids as this presented an opportunity for promotion. 
As has already been mentioned, student medical assistants had, in gener-
al, not as much pre-professional work experience since they were recruited 
directly from secondary school. In regard to their interest in a medical ca-
reer, we have seen that in Mwanza the job of medical assistant, and also 
other medical jobs, were ranked highest among the students' preferences as 
indicated on the form, which they completed during Form IV, and this may 
demonstrate their common desire to follow a medical career. 
The existence of family members already working in the medical field was 
regarded to be a factor having influenced the occupational choice of some 
respondents. As was shown before, in some schools between 5 and 15 per 
cent of the students had their fathers working in the medical field, while 
these percentages were between 8 and 16 for their eldest brothers. A smaller 
proportion mentioned other members of the family doing some type of 
medical work. 
Looking specifically into the individual motivations towards a medical ca-
reer, one is struck by the great similarity in the opinions of the various cate-
gories of respondents. In the first place, all respondents were asked, in an 
open-ended question, why they had decided to become medical workers. It 
appears that virtually all statements concentrated on two motives, namely the 
desire to help people and the opportunity to build the nation, which were of-
ten mentioned in combination. To mention a few examples: 
"I decided to become a medical worker in order to help all other citizens 
in fighting against one of the three enemies of Tanzania - disease". 
"I decided so because I am interested in helping to cure people". 
"Because I wanted to help people and I learned that there were few 
medical workers. My service would therefore be a good help to the 
nation". 
Thus, the emphasis was on the helping of people and the nation building 
motives and, more significantly, no marked differences could be observed 
between the first and the third year students, between student rural medical 
aids and student medical assistants, nor between students and graduates, 
though they have entered the medical training and the profession with differ-
ent backgrounds. Those who had a previous job in the medical field, fre-
quently saw the training as an opportunity for upgrading and promotion. 
Much less frequently mentioned was a personal experience of serious illness 
or hospital admittance. Religious motives and also financial motives were 
hardly reported. 
In the second place, all student rural medical aids were presented with a 
pre-coded question about the reasons which, in their opinion, had played an 
important role in their decision to become medical workers. These reasons 
were pre-coded as follows: an interesting job, the chance to help people, a 
112 
good salary, to be able to work with doctors, and to be respected by the peo-
ple - in this order - ; these represented a "work-oriented" value, a "people-
oriented" value and three "reward-oriented" values respectively and stu-
dents were asked to rank them in order of importance. 
Table 4.5 Rank order of reasons to become a rural medical aid (average scores) 
Reasons 
The chance to help people 
An interesting job 
To work with doctors 
To be respected by people 
A good salary 





































The highest score in all training centres was given to "the chance to help 
people", followed by "an interesting job". "To work with doctors", "to be 
respected by the people" and "a good salary" were given a third, fourth 
and fifth rank respectively, by all respondents except the first year students at 
Kibaha. Thus, students reported people-oriented values to be the most im-
portant ones, followed by work-oriented values and finally reward-oriented 
values like prestige and income (Table 4.5). 
As de Craemer and Fox (1968: 16) have argued the motives that are 
claimed by medical workers and students in Africa to have impelled them to 
choose a medical career, generally resemble those mentioned by their col-
leagues in western societies. Yet, the nation building motive so frequently 
mentioned applied, it is felt, particularly to the Tanzanian situation which in 
the years following the Arusha Declaration had been characterized by the 
introduction of a process of mobilization of the masses. Heynen, who did a 
job preference test among urban and rural primary school leavers in Mwanza 
district, within the framework of a larger study on the influence of education 
on migration, not only observed that the job of a medical assistant was 
ranked highest out of another twenty five jobs, but also that the most fre-
quent reason given for this preference was the nation building and helping 
motive. Some other jobs, e.g. primary school teacher, shared similar motiva-
tions, contrary to, for example, the job of a garage mechanic which was pre-
ferred because of its supposed financial gain (1968: 101). 
Obviously, the motives emphasized in the often stereotyped statements of 
the respondents closely relate to the ideology of the medical profession on 
the one hand, and to the political ideology of the country on the other hand. 
As such they fit in with the definition of the health workers' role in Tanza-
nia, but whether they in fact represent a real motivating power for the peo-
ple while entering the medical profession and throughout the medical career, 
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is difficult to assess. Admittedly, the desire to help people and to develop 
the country may be among the students' genuine motivations to choose a 
medical course. However, to follow this up, it is imperative that the training 
situation and also the working environment create the necessary conditions 
for allowing these motivations to have a real significance, but evidence 
shows that these conditions are not often met. For example, as will be dis-
cussed later, little or nothing has been done by the medical education system 
to put this nation building desire into practise, which explains the similarity 
in the opinions of the respondents, despite differences in the duration of 
their training. It has also been our experience in teaching students and grad-
uates at the end of the sixties and the beginning of the seventies that, despite 
the gradual process of politicizing the health services in Tanzania, even a 
general knowledge about the major issues in the national development poli-
cy and their impact on the health care delivery system was lacking. A fur-
ther illustration of the contradictions in the students' opinions will be dis-
cussed in section 4.4.6 dealing with the students' images of rural popula-
tions. 
4.4.4 The perceived status of the medical auxiliary 
Because of its relevance for our discussion on rural and public health we 
have included the subject of status in our study, and our main concern here 
is with the status of medical workers, both inside and outside the health 
hierarchy, as perceived by students and graduates. 
In the first place, our respondents were asked to rank various members of 
the medical profession including the nurse, traditional doctor, health officer, 
rural medical aid, doctor in the hospital, medical assistant and midwife, ac-
cording to their contribution to the health development of the country. The 
relevant opinions as shown in Table 4.6 are interesting both for their similar-
ities and differences. Both student rural medical aids and student medical 
assistants ranked their own grade, and also that of health officer, highest. 
While explaining the reason for this, the respondents frequently referred to 
their role in dealing with rural and public health matters, which were seen as 
priorities in national health development. On the other hand, they did evalu-
ate each other's grade in a markedly different way. Thus, student rural 
medical aids frequently ranked the medical assistant in a fourth position be-
low that of the doctor, apparently looking upon the former one as an assis-
tant to the doctor in the hospital. Sex related opinions were observed among 
student medical assistants, in that females not only gave the medical assis-
tant the same rank as the nurse, but also placed the rural medical aid in a po-
sition in the hierarchy above the medical assistant, in contrast with the male 
students. 
There were noticeable similarities between the various categories of re-
spondents in their low ranking of the nurse and midwife, and also the tradi-
tional doctor. 
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Table 4.6 The ranking of various medical workers (average scores) 
Type of medica 1 worker 
Rural medical aid 
Health officer 








































































It can thus be seen that both students and graduates ascribed the medical 
auxiliary a high status in comparison with other workers in the medical 
field. Moreover, they identified the medical auxiliary with the clinical hier-
archy, which in accordance with the occupational hierarchy imitated from 
western countries, was regarded to be above the nursing hierarchy and by 
the graduates also above the health hierarchy. This finding is in line with 
other observations, such as among medical students at the university of Dar 
es Salaam and among medical assistants working at the Lusaka teaching 
hospital in Zambia11. Finally, the data confirm our earlier observation that 
female student medical assistants associate themselves with nurses rather 
than medical workers or public health workers for that matter. 
In the second place, the respondents were asked to rank a variety of vil-
lage leaders including the teacher, political people and the medical auxiliary 
according to their contribution to the development of their area. Again, 
there was much consensus among the students in that they ranked the medi-
cal auxiliary highest, followed by the teacher. The graduates, on the other 
hand, saw the teacher as the most important one. In virtually all categories 
of respondents the lowest rank was given to the traditional doctor (Table 
4.7) 













































































It can be concluded that in the perception of the students and graduates, 
medical auxiliaries occupy a relatively high position both among medical 
workers and village leaders. In this connection it is worth noting that compa-
rable attitudes were found among the villagers of Kinango in our study de-
scribed in Chapter 3. When asked to rank a number of medical workers 
including the nurse, midwife, dispensary doctor, health auxiliary and 
traditional doctor, they gave the highest rank to the dispensary doctor and 
the second one to the midwife. Interestingly, they rated the traditional doctor 
higher than the health auxiliary and the nurse respectively. In ranking 
various village leaders including the teacher, the TANU official and the 
dispensary doctor, as representatives of the modern administration on the 
one hand, and the medicine man and the leader of the old men's society, 
representing the traditional sector of the village community on the other 
hand, the highest scores were given to the teacher, the dispensary doctor 
and the TANU official respectively. 
4.4.5 Perceptions of the medical auxiliary's role 
In view of the discussions which had been started at the national level in re-
gard to the changing role definitions of medical auxiliaries at the end of the 
sixties, it was thought to be of interest to have the students' views on the role 
of medical auxiliaries. Since the Mwanza Programme was primarily commit-
ted to the teaching of public health, it was decided to concentrate this part 
of the study on the role of the medical auxiliary in particular towards public 
health. Our analysis of these role perceptions has been based on information 
regarding the respondents' opinions on the duties of the medical auxiliaries 
in general, their attitudes towards preventive medicine in the course, their 
ideas about the medical auxiliary's involvement in public health activities, 
and finally their opinion about their cooperation with village development 
agencies including the traditional doctor. 
The information has been drawn from various categories of respon-
dents12. It is recalled that this study was started at the then two fully oper-
ating schools of rural medical aids in Mwanza and Kibaha, shortly after the 
beginning of the Mwanza Programme. At the time when the research took 
place, these two centres had a different approach to the teaching of public 
health. By tradition, Mwanza training centre had, since its establishment in 
1935, been mainly relying on an urban hospital environment for the training 
of its students. On the other hand, Kibaha training centre, located in the ru-
ral areas at about 30 miles from Dar es Salaam, started its training pro-
gramme in 1967 as part of a health centre. Its functioning as a model health 
centre was well demonstrated by its extra-mural activities like school health 
programmes, water supply and sanitation campaigns, nutrition demonstra-
tions and health education in the villages. It is evident that these circum-
stances, which at that time were unique for Tanzania, had created a specific 
setting for the public health training of medical auxiliaries. 
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With regard to the general duties of the medical auxiliary it was observed 
that student rural medical aids and student medical assistants defined each 
other's role in a different way. For example, student rural medical aids de-
fined the task of the rural medical aid as the "charge" of a dispensary whose 
main duties included the curing of diseases, but also a great deal of preven-
tive work, particularly health education. On the other hand, the medical as-
sistant was primarily seen as a curative worker, though more qualified than 
the rural medical aid, and often as an assistant to the doctor or a hospital 
worker. This view of the medical assistant was particularly expressed by stu-
dents who had been working in the medical field before, as many of the re-
mainder group reported not to know his duties. Similarly, when asked to de-
scribe the difference in function between the dispensary and the health 
centre, student rural medical aids frequently saw the health centre primarily 
as a curative institution, though better equiped to treat more serious cases 
than the dispensary, and much less as a centre for integrated health care; the 
latter aspect was stressed most by students at Kibaha. 
This concept of a health centre as a better equiped curative institution, 
was also mentioned by student medical assistants, but they emphasized pre-
ventive activities including health education and hygiene as being more char-
acteristic for the health centre's function. With regard to the specific duties 
of a medical assistant working in a health centre, student medical assistants 
equally stressed curative and preventive activities, whereas the work of the 
medical assistant in a hospital was described as mainly curative. It is of in-
terest to note that in the latter case a number of male students referred to 
the medical assistant as an assistant to the doctor, whereas female students 
regarded this worker as a help to the nurse, which confirms our earlier ob-
servation that female students and health workers often identify the medical 
assistant with the nursing hierarchy. 
Another finding was that students very often thought about preventive ac-
tivities, whether undertaken by the health centre or the hospital, in terms of 
health education only. Also, students rarely considered teaching to belong to 
the duties of the hospital or health centre staff. 









Number of students 







































































































As to the students' attitudes towards preventive medicine in the course it 
was differentiated between the importance of and the interest in this subject. 
The data presented in Table 4.8 show, first of all, that clinical subjects were 
ranked far higher than preventive medicine, both in terms of importance and 
interest. Furthermore, students tended to emphasize the importance of 
preventive medicine more than their interest in it. However, students at Ki-
baha showed a much more positive attitude towards this subject. Finally, the 
answers on our question in regard to the students' opinion about the less im-
portant and also the less interested subjects revealed that the students con-
sidered nursing in particular of little value. 
The students' ideas about the level of medical auxiliary's involvement in 
public health was investigated by presenting the students with a list of public 
health activities including vaccination of school children against smallpox, 
construction and maintenance of water wells, mother and child health care, 
home visits, administration and health education in the villages. In general, 
it can be said that the students agreed on health education, vaccination and 
mother and child health care, but contrary to the students at Kibaha, those 
at the other training centres were much less willing to accept the provision 
of a safe water supply, and also home visits, as the medical auxiliary's task. 
In this context it is worth noting that the graduates, when asked about their 
actual involvement in public health, hardly reported about the latter two 
public health activities, which demonstrates the traditional approach in the 
dispensaries in this respect. 
Another issue was the students' opinions on the need of cooperation with 
other local development agencies including the departments of agriculture, 
community or rural development, general education, adult education and the 
political apytr. Most respondents regarded cooperation with the rural devel-
opment department, with the doctor in the hospital and also with party offi-
cials as useful, but there was less agreement as to their participation in school 
health programmes, adult education classes and agricultural projects. How-
ever, the data also show that the proportion of students answering in the 
affirmative increased to the extent that the school had made arrangements for 
the students to familiarize themselves with these aspects. For example, the 
participation in agricultural projects was named more frequently by students 
at Kibaha, where students were involved in the existing nutrition project; 
also, adult education classes were frequently mentioned by students at Senge-
rema, which school had included this subject in the introductory course. 
The majority of the students and graduates were not in favour of the 
medical auxiliary being associated with traditional medicine. They had rath-
er negative attitudes both towards people making use of traditional health 
facilities and towards the traditional practice itself, which is often regarded 
to be dangerous. These reactions are quite understandable in view of the 
modern society's resistance to traditional aspects of life, with the school 
system, the influence of western religion and, after Independence, the 
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administration's propaganda for modernization as the main supportive 
mechanisms. 
Most respondents thought it was not useful for the medical auxiliary to 
cooperate with the traditional practitioner, unless for the sake of convincing 
him to stop his practice, and to discourage people from using these tradi-
tional health services. It will be noted that similar observations were made 
by Read, who, in a survey of medical auxiliaries working in Mwanza region, 
reported that they would never consult a traditional practitioner, nor refer a 
patient to this person, and would never associate with him (1969: 134). 
It is obvious that these attitudes of students and graduates will raise some 
serious questions concerning the possibility of integrating traditional medi-
cine into the modern health sector. In the early seventies this integration was 
particularly advocated by the TANU-controlled newspaper, and some ex-
periments in this respect were even undertaken until the government banned 
this move in the beginning of 1973 for unreported reasons. However, in a 
recent publication of representatives of the Ministry of Health (Chagula and 
Tarimo, 1975) it is reported that this integration is regarded to be part of its 
future health policy. 
In conclusion, student rural medical aids saw the function of the health 
centre and the task of the medical assistant in charge as predominantly cura-
tive in nature. Student rural medical aids and also student medical assistants 
frequently identified preventive work with health education. There was a 
limited concept of the medical auxiliary's involvement in public health and 
in the level of cooperation with other village development agencies. Finally, 
the students' evaluation of preventive medicine relative to other subjects in 
the course, was relatively low. However, students at Kibaha showed more 
favourable attitudes towards the various topics investigated than did the 
other students. 
4.4.6 Images of rural population™ 
One of the arguments which are frequently brought forward in discussing 
the importance of utilizing the auxiliary worker, is his alleged advantage of 
being familiar with the local cultural conditions in which he can "fit in" eas-
ily. Thus, according to Vaughan in his review of the need for the medical 
auxiliary in developing countries, the auxiliary can be a very effective work-
er in rural and preventive medicine, since "he is culturally and socially less 
removed from the people he is working amongst. Consequently he has a much 
better understanding of their problems" (1971: 269). Likewise, D. Fla-
hault, the WHO Chief Medical Officer for Training of Auxiliary Personnel, 
expects the auxiliary to "join in the life of the community he knows, under-
stands and loves better than anyone else" (1973: 237). Also Jensen, while at-
tempting to justify the primary medical care worker in Tanzania, argues that 
"in his rural community the medical auxiliary effectively performs the work 
of the doctor, the public health advisor and community leader" (1967: 384). 
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The implicit assumption of such views is that the medical auxiliary is fully 
committed to the community he serves. Typically, his ideas and behaviour 
are in the long run considered to be in harmony with the needs of the com-
munity. However, these views tend to neglect the fact, that such positive at-
titudes will not arise automatically and that certain mechanisms are at work 
which will impede relationships between the health worker and the commu-
nity. The following example is chosen to demonstrate this point. 
In Tanzania, where all available manpower resources must be fully maxi-
mized to improve the standard of living of the people, in line with the na-
tional policy of socialism and rural development, the first step towards real-
ization of this objective is for all the manpower to identify themselves with 
the rural population and their problems. This also applies to the health man-
power, since social services, like health, are necessities in the transformation 
of rural society. Such identification, however, will not be the natural result 
of the job performance or the training programmes. Within the context of 
the teaching of community health we asked students of various classes at the 
Sengerema Rural Medical Aid Training Centre and the Mwanza Medical 
Assistant Training Centre, in the years 1972 and 1973, to write a short essay 
on their ideas about the rural population. Their reports are illustrative for 
the point we are trying to make. 
First of all, rural people were frequently characterized in a rather negative 
way, though with varying intensity. Thus, they were said "to lack knowl-
edge", "to prefer quantity rather than quality", "to lack a sense of econo-
my", "to follow tribal customs", or as some students put it in a rather ex-
ceptional way "people in rural areas are uneducated and uncivilized". In re-
gard to the health practices of rural people it was, for example, said that 
"traditional beliefs make civilization measures (e.g. health) difficult, because 
most families do not take care of their health"; "they don't like to have gov-
ernment services such as vaccination"; "people do not see the need for 
medical services"; "as far as hygiene is concerned, there is a very narrow 
chance of improving the people in rural areas"; "they are reluctant to follow 
the advice given in health campaigns". 
Reference was also made to the towns, which implicitly were described as 
approaching the ideal conditions of life: "a rural area is an area in the interi-
or of the coutry, quite away from the town. People living in such an area are 
different from people in towns in their way of life. Firstly, most rural areas 
in Tanzania and Africa as a whole, are still very undeveloped . .. Most of 
the people living there are very ignorant on the use of crops. . . Secondly, 
people in rural areas are not aware of a good and hygienic way of life"; "ru-
ral people, unlike those urban people, don't intend even to go to the hospi-
tal . . . because they don't know the benefit of going there". 
What emerged from many of these reports is a tendency of characterizing 
the rural population as traditional, adhering to tribal customs, ignorant, su-
perstitious and reluctant to change. It will be noted that the students were 
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also using some of these characterizations in another context when express-
ing their opinion about the practise of traditional medicine. Thus, it was 
argued that people were using traditional health facilities due to illiteracy, 
ignorance, local beliefs, customs of forefathers and lack of education. 
A second theme closely related to the first, is the tendency to see rural 
people as extremely dependent on others by projecting on to them an almost 
absolute ignorance. This view holds that development is something which 
has to be decided on by "experts", whose major role in dealing with the 
people is regarded as "educating" them. Thus, one student thought of the 
helping official in the following way: "in order to overcome all these prob-
lems we can start educating all the people in rural areas to know what is 
good for their future and what not; telling them how to live together and de-
cide what to do for their life and their families"; another one reported in re-
gard to the problem of hygiene "it would be advisable to take steps towards 
teaching these people and direct them on how they would perform their life. 
My idea, as a medical worker at a certain village, is that I would firstly ad-
vise my people . . . teach or direct them how they would have a good life"; a 
third one wrote: "qualified people are being sent to the rural areas to teach 
and organize rural people . . . they must go through villages to convince peo-
ple to follow good examples". 
Here too are similarities in the terminology used by the students in a dif-
ferent context. For example, this "teaching people" strategy for solving 
health problems was also predominant in the statements of student medical 
assistants describing the health education task of the health centre and the 
medical assistant in charge. Thus, this task was thought "to give instructions 
on good health", "to teach people the way of avoiding diseases", "to tell 
people that they should live in a healthy way", "to educate the masses", "to 
see to it that the people drink clean water". Likewise, according to the stu-
dents' reactions to the use of traditional medicine, this problem was fre-
quently thought to be overcome "by telling people the disadvantages of tra-
ditional treatment", "by telling people no longer to believe in traditional 
medicine", "by telling the authorities to stop these practices", "by telling the 
traditional practitioner to discontinue". 
As will be discussed later this patronizing approach can also be observed 
for government staff involved in local development activities such as agri-
cultural extension officers, community development officers and also health 
workers, and this suggests that the students' opinions have a much more 
penerai background. 
4.5 The orientation of the health system at large as a barrier to rural health 
development 
Tn the first section of this chapter we have described the growing interest in 
the literature and of health planners in the use of medical auxiliaries in the 
past half decade and it can be assumed that the idea of auxiliary staff under-
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taking medical care is no longer seriously challenged. However, as Gish 
(1973a) has mentioned, the discussions about the need for auxiliaries have 
so far been largely academic, whereas in practice no more than a handful of 
developing countries are actually expanding the output of medical auxil-
iaries. 
As has been said, Tanzania is such a country which in recent years has 
shown its commitment to the greater use of auxiliaries by expanding their 
training considerably. At the same time the government was aware of the 
need for improvements in the working methods of health staff and encour-
aged the reorientation of this staff accordingly. For example, attempts were 
made, as previously described, to change the role definitions of the medical 
auxiliary with the aim of creating a health worker interested in the provision 
of integrated care at the level of the community. It also organized seminars 
for auxiliaries to make them familiar with its health policy and to discuss the 
ways of implementing it in their respective areas. Furthermore, the recog-
nized importance of preventive health for effective rural care, and the ideol-
ogy of the country have both led to changes in the pattern of the medical 
auxiliaries' training. 
Thus, the conditions under which rural health has been promoted in Tan-
zania in the past few years are favourable, as compared to other African 
countries. Yet, in spite of the government's support for what Frankenberg 
and Leeson (1974) call rational policies, there are still great difficulties in 
carrying them out. 
As we have seen, some of the difficulties are to be located in the training 
situation, and the existence of rather negative attitudes towards public 
health and the rural population, is only one example of the more fundamen-
tal problems which confront the present-day training of medical auxiliaries. 
However, we believe that the cause of these negative attitudes can not be 
seen simply in the training approach alone, but it is to be found in the orien-
tation of the health system at large and the wider social context under which 
it operates. It is the purpose of this paper to describe various aspects of this 
orientation of the health system at large and, at the same time, to provide an 
analytical background for the interpretation of the research findings. More 
specifically, our focus will be on structural factors militating against the re-
alization of an effective approach in the field of basic health and preventive 
work on the one hand and community health on the other hand, thus pre-
senting a sociological analysis of the mechanisms that are responsible for the 
less than optimal contribution of medical auxiliaries to the health develop-
ment of the country. Within this context it is argued that the health system 
as a whole, whether in its development orientation or its working methods, 
has some tendencies to an urban and otherwise elitist bias, which impedes 
the succesful implementation of the present-day health policy. 
The acceptance, in previous years, of western medicine with its hospital-
based health service, as a normative basis for the health system in general, 
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had far reaching consequences for basic rural health and preventive work. 
Investments in the latter branches of the health service always represented a 
small portion of the health budget (Segali, 1972; Gish, 1975a) and it is only 
recently that the Tanzanian government decided to emphasize the consider-
able expansion of the rural health centre and dispensary network. However, 
this significant change in the pattern of resource allocation, from the hospi-
tal sector to the primary care institutions, did not coincide with a major 
change in the underlying system of values which people still attached to hos-
pital medicine, as the following examples may show. 
First, from what has been discussed about the dominant position of the 
hospital within the colonial and neocolonial health structure, it will be un-
derstood that the first line medical institutions were operating like small 
hospitals mimicking the latter's clinically oriented approach. This explains 
why most dispensaries and health centres have, ever since the beginning of 
these programmes, been largely preoccupied with curative work and have of-
ten failed to organize a wide range of preventive activities to meet the needs 
of remote populations. An important reason for health centres undertaking 
little of their supposed functions of prevention and outreach activities, was 
the fact that so far virtually all medical assistants had a hospital experience 
before they were placed in charge of a health centre. Moreover, the training 
they had received was hospital orientated and for these reasons there 
appeared to arise a contradiction between their new role definition as the in 
charge of a health centre and their actual role performance as curative 
hospital workers. Thus, the role performance of medical auxiliaries and the 
provision of health care from the primary care institutions continued to be 
undertaken along rather traditional lines. 
Second, our study among student medical auxiliaries, as described in sec-
tion 4.4.5 has shown that this predoninantly curative orientation of health 
institutions and health workers was still existent in the training centres in the 
early seventies. For example, it was found that in the opinion of student ru-
ral medical aids, the activities of health centres and the specific duties of the 
medical assistant in charge were largely of a clinical nature. Furthermore, 
there was a low ranking of preventive medicine relative to the medical and 
clinical subjects in the course. Finally, most students appeared to have a 
limited concept of prevention and a rather traditional approach in defining 
the medical auxiliaries' involvement in public health. 
A further consideration is, as Wood (1972), Gish (1973a), and Franken-
berg and Leeson (1974) have noted for East Africa, that the prevailing atti-
tudes towards hospital care are strongly reinforced by influential groups 
among the organizers of care (doctors, administrators and politicians). An 
interesting example of the latter case in Tanzania is provided by the prepa-
ration of the Third Five-Year Development Plan, in which various organiza-
tions and development committees at district and village level participated 
following the decentralization of government. The national guideline for 
health planning for this period was to stress the rural health service 
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and preventive work, in line with the policy as accepted at the TANU 
Bi-annual Conference in 1971, to which we already referred in sections 2.4 
and 3.1.2. However, in reviewing the progress made between 1971 and 
1973, president Nyerere questioned the understanding of this rationale by 
those involved in the planning at local level by noting that "practically every 
district is indicating that demands will be coming forward for new or en-
larged curative services, for better hospitals or for large health centres. Vir-
tually no area has so far proposed that new preventive medical services 
should be established" (1973: 535). This example demonstrates that the ten-
dency of identifying modern medicine with hospitals is also prevalent in 
planning and decision making agencies outside the health sector. 
Fourth, apart from the value system underlying the hospital orientated 
work there is also the hierarchy of medical workers and the position of the 
doctor in it, which are barriers to the practise of basic health and preventive 
work. This hierarchy is based on pay and status differences between clinical 
workers (involved in the diagnosing and treating of patients), nursing work-
ers and public health workers-in this order. It is of interest to note that 
medical auxiliaries also place the clinical workers at the top, as has, for ex-
ample, been reported by Jayaraman (1970) for Zambia and de Craemer and 
Fox (1968) for Zaire. Moreover, according to Holmes and Raikes14, medi-
cal students at the University of Dar es Salaam expressed similar views, as 
did the student medical auxiliaries in our survey. These findings suggest that 
training programmes reinforce the belief that diagnostic and treatment activ-
ities are superior to other ones. 
The study by Jayaraman and also our survey have shown that medical 
auxiliaries consider themselves as part of the clinical hierarchy. However, 
the position of the medical auxiliary relative to the doctor is still a marginal 
one, and his competence is officially defined as limited, and derived from 
the physician. Therefore, the clinical hierarchy with the doctor at the top is 
carrying such a degree of prestige that it is not difficult to understand why 
medical auxiliaries, identifying themselves with this hierarchy, have accepted 
the doctor's pattern of work emphasizing curative rather than preventive 
work. Likewise, as Wood rightly concluded in regard to the training situa-
tion: "if favourable conditions of service, financial reward and prestige 
come more easily to those who opt out of basic community service, it is ex-
tremely difficult to motivate trainees towards it" (1972: 50). In this connec-
tion it is significant to note that until 1975, rural medical aids have always 
been paid a salary below that of B-nurses, though their period of training 
was the same. 
Summarizing, the continuation of the dominant value system underlying 
the hospital oriented structure of the health service and also of the hierarchy 
of health workers that had developed within this structure, appears to be in-
compatible with the present policy towards basic rural health and preventive 
work. 
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A second theme concerns what we have loosely termed the community ori-
entation of medical auxiliaries, which essentially deals with the relationship 
between the health workers and the rural population. The concept of com-
munity health, as it is used in the current literature, has three connotations. 
First, it relates to health action directed to or carried out in the community 
as a whole or specific high risk groups, as distinct from the single-patient ap-
proach, characteristic of the work undertaken in medical institutions. This is 
also the implication in the description of the content, or the levels, of com-
munity health as consisting of mother and child health, school health, con-
trol of communicable diseases, health education and environmental sanita-
tion. In the second place, the concept refers to health action supported and 
undertaken by the community itself, or health by the people, as the title of a 
recent WHO publication (Newell, 1975) suggests. A third aspect, implicit in 
the concept of community orientation of health workers, is that of communi-
ty development. It is used to describe the responsibility that the health work-
er has towards the community, not only in the field of health, but also in a 
wider sense, due to his education and his alleged prestige. 
Much of the literature and teaching material on community health em-
phasizes the first aspect, and although the image of medicine in many coun-
tries is still that of curative, individual-centred work, there are, at least in 
Tanzania, signs that this trend will change in favour of outreach activities, 
both in the training and in the field. On the contrary, the second and third 
aspects are being mentioned less and also hardly practised. For example, lo-
cal representatives are rarely seen in the boards of medical institutions and 
most of what is taking place in the institutions is determined by the staff. A 
further sign is the almost complete lack of community participation in the 
planning and implementation of health activities at the village level. There-
fore, medical institutions have as yet no real social significance in that they 
are largely functioning without any relevant interaction with the community 
they serve. 
Despite the little progress in community health, there is still much optimism 
about its potentialities. Characteristic of the literature on community health, 
especially that emphasizing the second and third aspects, is the rather ro-
mantic view it expresses on this notion by over-emphasizing the consensus 
of the community, particularly in rural areas. In this view the rural commu-
nity is conceptually generalized as being homogeneous and the people living 
in it are regarded to share common interests and to have a natural inclina-
tion to cooperation. 
This idea of the harmonious rural community resembles the concept of 
the "small-scale society" or "little community" by which "traditional" so-
cieties were characterized (section 1.4), and it has also for a long time been 
emphasized in the theory and practice of community development. In this 
connection, it should be noted that the community development approach 
had been, and still is being stressed as an important means of improving the 
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health situation among rural populations. More specifically, its use has been 
recommended in the field of health education in general, and nutrition edu-
cation and sanitary education in particular. Thus, in Tanzania it has been 
repeatedly emphasized in annual reports of the Ministry of Health that the 
organization of public health education campaigns carried out at the village 
level, requires the close cooperation between community development and 
health officers. 
This assumption of the harmonious community has had far reaching con-
sequences for the way in which the development of these communities was 
conceived. This is particularly shown in regard to the community develop-
ment technique known as the "natural" or "opinion-leaders" approach, 
which has been popular in theories of social change, especially from the dif-
fusion of innovations school (Rogers, 1962). It is based on the "two-step 
flow" hypothesis formulated within the framework of communication the-
ories, which hold that information flows from mass media or extension 
agents to opinion leaders from whom the information is then diffused to the 
mass of the population. This approach assumes that community leaders are 
more receptive to change and that the remaining section of the population 
will follow the practices adopted by them, because of a natural process of 
social communication. Therefore, the concentration upon leaders is regarded 
a highly efficient technique for distributing information and services to the 
entire community. 
This method has been recommended for projects in the field of agricul-
ture and community development, but also in that of health, both with re-
gard to the developed and the developing world. Thus, Hingson and Lin 
(1973: 5) report that following the acceptance of the two-step flow model 
"public health educators have devoted considerable energies to isolating 
opinion-leaders and attempting to secure this support for public health pro-
grammes". Also, King's suggestions for approaching the rural community in 
developing countries point to the same direction since he describes this com-
munity to be run by "a few individuals to whom the rest look up. These are 
often, but not always, the natural leaders of the group such as chiefs, priests, 
schoolmasters and doctors. . . They are the people who are most likely to be 
effective in spreading a change in behaviour through the group" (1966; 4 : 
5). To mention another example, Davey and Wilson, in their handbook on 
communicable diseases in the tropics, regard a programme of community 
development as one of the most succesful ways of raising the standard of 
public health and believe that the people's "cooperation in the programme 
will be facilitated by forming a committee of locally influential people who 
will lead the community" (1971: 5). 
There are also clear indications that this strategy has been openly adopted 
for health workers and that it is considered to be part of the health profes-
sional's attitude. For example, Read (1975: 5) has drawn attention to what 
she calls, the often repeated maxim, laid down for public health workers in 
developing countries, that finding the "natural leaders" and working 
126 
through them is the key to the door to village cooperation in a public health 
programme. Furthermore, the fact that this subject has often been included 
in the syllabus of training programmes for medical auxiliaries, demonstrates 
that the medical education greatly contributes to this tendency. 
In this respect, an interesting comparison can be made with the agricul-
tural training and the way in which it promotes changes in agricultural prac-
tices. For example, in a nationwide survey in Tanzania involving over 1,200 
bwana shambas (Swahili for agricultural extension workers), it was found 
that almost 90 per cent agreed, that they would achieve better results by 
concentrating their efforts on the wealthier, "progressive" farmers in the 
area in which they worked (Saylor, 1970: 12). Also Leonard (1972: 335) 
concludes from his research in Kenya that the progressive farmers strategy 
finds deep support among extension workers at all levels in East Africa and 
is an important determinant of their behaviour. It is noted that this approach 
of favouring the wealthier farmers has been a major characteristic of Brit-
ish colonial policy in agriculture since the early fifties and in Tanzania it 
continued to be the official policy until 1967 (Iliffe, 1971; Raikes and 
Meynen, 1972). 
There is, therefore, sufficient evidence for the emphasis that is placed on 
community leaders in extension work. However, little attention has been 
paid to establish the validity of this method in the field of health. In other 
fields this popular approach has been criticized (Wertheim, 1964; Saul, 
1972; Huizer, 1973) for its failure to reach the broad masses of the popula-
tion, since evidence has shown that an important condition on which the dif-
fusion of innovation depends, namely that there are no social barriers to the 
communication between leaders and the population at large, is often not 
met. In fact village leaders have been shown to use the information to their 
own advancement rather than to that of the community. That this approach 
has an elitist bias has been well documented and an interesting example of 
its use in the field of health is from the nutrition rehabilitation unit at Mu-
lago hospital, Kampala, which was established in the mid-sixties and known 
as Mwanamugimu clinic. This unit had a residential centre, apart from an 
outpatient department, to accommodate both mothers of malnourished chil-
dren and a selection of those who were considered community leaders, for 
the purpose of training. This idea of approaching community leaders was 
described in 1967 as follows: "Mothers who are club leaders or have high 
status in their communities or wives of chiefs, school teachers, religious lead-
ers, or wives of wealthy men, are admitted to the residential centre as po-
tential "influencers". These mothers are carefully selected by the unit's rural 
visitors who are constantly in contact with the chiefs, leadership organiza-
tions, and prominent individuals. Mothers are also accepted through recom-
mendations by community leaders, chiefs, and other high status individu-
als . . . The unit hopes that these mothers, after a stay of 3 weeks in the resi-
dential centre, will return to their respective communities as "influ-
encers"15. 
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It is of interest to note that this approach was chosen, whereas, according 
to Hoorweg and McDowell in their recent evaluation of nutrition education 
in Uganda, "little, if anything, is known about different decisionmakers on 
their roles in the acceptance of innovations in child feeding". And about the 
coverage of the population it is said: "The group least adequately covered is 
the rural poor . . . The community development approach would potentially 
reach these people, but the impression given is that this is not the case, that 
in fact the mothers' clubs tend to be selective" (1974: 194). 
These data suggest that Rogers' theory on the diffusion of innovation 
through opinion-leaders cannot simply be adopted in the field of health in 
developing countries, as Kar (1974) has recently attempted to do in discuss-
ing the implications of diffusion research for planned change in the health 
situation. 
Apart from being regarded homogeneous, rural communities in developing 
countries are often said to be marked by traditionalism and ignorance. What 
is relevant here is to ascertain that such views on the rural population are re-
ported to be widespread among people involved in local development activi-
ties including for health. For example, from his study on the relationships 
between local government staff and the population in Bulambia division, 
Rungwe district, Tanzania, Thoden van Velzen concludes that the majority 
of this staff, including executive officers, teachers, agricultural extension of-
ficers, a veterinary assistant, the magistrate of the primary court, the rural 
medical aid, a midwife, a community development officer, and a police offi-
cer characterized the peasants as "lazy, ignorant and conservative and prone 
to witchcraft" (1973: 174). 
Our own observations made during practicáis of student medical assis-
tants in the catchment area of the model teaching health centre in Mwanza 
region, point to similar orientations among various members of the govern-
ment staff employed here. Thus, when asked to give their opinion on the 
main development problems of the area, both in general and in the field of 
health, they frequently mentioned shortages of staff and funds, but reference 
was also made to the people's ignorance and cultural beliefs which allegedly 
made them "hard to reach". As one medical worker commented: "it is diffi-
cult to convince people on better health as almost three-quarters of them do 
not follow what is taught". Another one said: "The people in this area are 
reluctant to attend health education classes. . . The dispensary decided to 
start its health campaign in the village, because it takes time to persuade 
those people". And one of the teachers regarded "tribal dances, the faith in 
witchcraft and ignorance" to be the main development problems. Only one 
of the staff members blamed the local leaders' behaviour and their prefer-
ence for office rather than manual work for the delay in progess. Within 
this context it is of interest to note that the majority of the students involved 
in our study, when asked to list the main problems in the field of health, also 
regarded the limited resources as well as ignorance and traditional health 
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beliefs and practices of the people, as the main determinants of the health 
situation in the country. 
From these data it will be clear that the students' images of the rural pop-
ulation as described in section 4.4.6 cannot be seen simply as an isolated 
phenomenon, but require a more general interpretation. In fact, these nega-
tive characterizations of the rural population by government staff and stu-
dents are very much in line with a popular explanation which blames the 
traditional mentality and practices of rural people for the lack of an ade-
quate communication between them and the development agents; it has also 
been supported by theories of modernization such as that of Rogers on the 
subculture of the peasantry (1969). In this connection we may recall what 
we have said about the role of medical social sciences, namely, that a con-
siderable amount of anthropological literature has, perhaps unconsiously, 
helped to create this image by emphasizing traditional health beliefs and 
practices of rural population. 
However, the significance of the observations reported here is that they 
begin to clarify the situation in that it is not merely the ignorance or the 
poverty of the people, but also the negative attitudes and the selective ap-
proach of health workers themselves which contribute to the limited com-
munication with the rural population and to the delay in health develop-
ment. Thus, there seems to be an assumption on the part of health workers 
that the uneducated rural population cannot easily understand the principles 
of modem medicine. It will be clear that these attitudes tend to contribute to 
adopting a patronizing approach, as exemplified by what we in section 4.4.6 
have called the teaching-people strategy of the students and also by the au-
thoritarian approach of health workers described in the following examples. 
One example is based on a study undertaken by Banerji in regard to the 
health behaviour of rural populations in India, in which an attempt was 
made to evaluate various health programmes including that of family plan-
ning. In describing the results Banerji remarked: "A very significant finding 
of this study is that the family planning programme has ended up in project-
ing an image which is just the opposite of what was actually intended. In-
stead of projecting an image which reflects respect for dignity of the individ-
ual - the so-called democratic approach - the image of the family planning 
workers in rural areas is that of persons who use coercion and other kinds of 
pressure tactics and offer bribes to entice people to accept vasectomy and 
tubectomy" (1973: 2263). 
The other example is from Tanzania and concerns the health education 
approach. Traditionally, health education was the particular domain of 
health inspectors, whose main duties were to see that people followed the lo-
cal authorities' rules on public health affairs such as sanitation, safe water 
supply and housing. In this context emphasis in health education was on the 
issuing of directives, rather than on discussing health problems with the aim 
of community participation. Our impression is that this tendency of talking 
down to people, rather than involving them, is still characteristic for much 
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of the health education and, as we have seen, the students' terminology 
points to the same direction. 
Another significant point of our observations is that they make clear that 
the attitude of health workers described here are not specifically related to 
medicine, but rather have a much wider background. Thus, the patronizing 
and authoritarian approach towards people as applied in the health, and 
other development sectors, is reinforced by the hierarchical order which 
characterizes the relationship between the developing agents and the rural 
population, and which is inherent in professionalism and in the organization 
of the government bureaucracy. As the students' opinions and other obser-
vations have shown, knowledge and expertness, e.g. on how to develop the 
community, are often seen as primarily vested with the professionals. This 
tendency of exclusively attributing knowledge to the professional is particu-
larly visible in the medical field which is thought of as consisting of people 
doing a highly technical job that cannot be questioned by the lay person. 
Also, as reports from various parts of East Africa have mentioned (Tho-
den van Velzen, 1973; Raikes and Meynen, 1972; Leonard, 1972) the gov-
ernment bureaucracies, inherited as they are from colonial days and char-
acterized by their strictly hierarchized organization, often tend to maintain 
the social distance both between officials at the various levels and towards 
the rural population rather than to reduce it. Therefore, the relationships be-
tween development agents and rural people are more characterized by in-
structions than discussions. 
More basic to the negative attitudes of development agents, it is felt, is the 
role of education which they have received during colonial days or shortly 
after Independence. In his Education for Self-Reliance, Nyerere has criti-
cized the colonially inherited educational system for its orientation to white-
collar occupations as well as its underestimation of traditional values and 
agriculture. The school system has thus helped to create an urban orienta-
tion and inclination towards an elitist mentality that predisposes people, 
who have received education, against deep involvement in rural work. This 
situation draws attention to the fact that education can, therefore, not sim-
ply be seen as a factor promoting development, as the modernization the-
ories tend to assume, but also as a factor impeding development. 
As the material presented above may have indicated, the attitudes of health 
workers themselves may be among the main obstacles to health development 
in rural communities, and one can, therefore, no longer think too optimisti-
cally of health workers as important factors in community development, as 
Flahault describes their role: "They are bound, sometimes without realizing 
it, to exert an influence on the socio-economic development of the commu-
nity; among many other benefits, when conditions are improved, mortality 
and morbidity are reduced and the population's work capacity is increased. 
This influence on community development is due to the front line health 
worker's special position. The country doctor, the health officer, or the 
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nurse in charge of a dispensary enjoys respect and standing in the communi-
ties he serves . . . Governments, health authorities, educators, and health 
staff themselves should recognize that front line health personnel are agents 
of social change. They are the servants and the educators of the community. 
They should make maximum use of their contacts and their influence to cre-
ate dynamic attitudes among the population, to motivate it, and to condition 
it to welcome development activities in the field of health and community 
life. Indeed, front line health staff can assume a leadership role" (1973: 
237/239). 
There is also a further reason why one should be sceptical of unreservedly 
regarding health workers as "change agents". Various recent publications in 
East Africa have drawn attention to the delay in rural development as a re-
sult of conflicting interests between local development workers and the rural 
population. Empirical material to substantiate this for the health sector is 
still very scarce, but two examples may illustrate the problem. From his ear-
lier described research in Bui ambia division in Tanzania Thoden van Velzen 
(1973) found evidence for a class consciousness emerging among civil ser-
vants of various departments including health. Moreover, the protection of 
their specific interests caused them to cooperate with the wealthier farmers. 
Thus, they formed part of a rural elite which could be characterized by their 
frequent social contacts with one another, their identification with richer 
farmers, and their infrequent interaction with the poorer ones. Also various 
examples are given which show that the rural medical aids saw themselves, 
and by the population were seen, as part of this elite. 
Another report is again from India, as described by Banerji is his earlier 
mentioned study on the impact of rural health services, which was based on 
fieldwork in 13 villages distributed over various districts. His main findings 
were that there was considerable unmet felt need for all types of health and 
family planning services and unused capacity in the existing health services 
of the country, for which he held the health workers partly responsible. He 
also recognized that in the villages studied the conditions of poverty and 
helplessness were associated with a power structure that was dominated by a 
tiny group of highly privileged persons. And he commented on the health 
workers as follows: "Because of their urban orientation, workers of rural 
health and other development agencies generally have a strong distaste for 
rural life. . . The health workers tend to keep a distance from the rural pop-
ulation as a whole. However, as they are required to work for the rural pop-
ulations, they take advantage of the village power structure and confine them-
selves, as far as possible, to satisfy the privileged gentry of the village. In 
doing so they (a) win approbations and rewards from the so-called commu-
nity leaders . . . (b) deal with the least disagreeable segment of the community 
and (c) get a free hand to "tackle" the rest of the community" (1973: 2267). 
These examples underline the validity of our hypothesis developed earlier, 
namely, that the orientation of the health workers may be seen among the 
main obstacles to rural health development. 
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4.6 Selection and Training 
Tanzania stands out in the African countries in having a clear commitment 
to a rural development strategy since the Arusha Declaration and subse-
quent policy statements, and it has, in later years, also changed the basic or-
ganizational structure of the health sector to serve priority needs. At the 
same time, it has changed its health manpower policy in an attempt to make 
much more staff available for the delivery of primary health care. 
Although the new planning has been largely concerned with numbers, 
some efforts have also been made to deal with the issue of a more adequate 
utilization of available manpower and with the content of medical educa-
tion, as we mentioned in section 4.3. For example, there has been a consid-
erable increase in the number of hours allocated to public health, and a 
course on political education has been introduced in all training programmes. 
Moreover, since the assignment of the WHO consultant, Mrs. R. Mac-
Mahon, to revise the training of medical auxiliaries, some work on curricu-
lum development has been undertaken, a new syllabus on community med-
icine has been drafted, and, equally important, national seminars have been 
held annually for the teaching staff to discuss new teaching methodologies, 
to revise the curricula and to draft manuals on various subjects which would 
meet the Tanzanian conditions. 
However, since our study has indicated the existence of a set of attitudes 
which run contrary to the principles of Tanzania's rural development strate-
gy, it can thus be argued that the changes in the training situation have not 
yet transformed the training in any meaningful way. These data seem to sug-
gest that what is required, is much more fundamental than a revised curricu-
lum, or improved methods of tests and examinations. 
In concluding this chapter we will elaborate on this by discussing some of 
the major implications of our findings, both for the selection and the training 
situation of medical auxiliaries. But before commenting on this, it is neces-
sary to reconsider the role of the medical auxiliary within the broader con-
text of social development. Given the stated priorities of the country in 
health and the government's efforts to politicize the health sector, it is clear 
that the health service will require a person who first of all identifies with 
the peasantry, and a person whose competence is not only judged by techni-
cal, but also by social and political standards (Colson, 1967). His main role 
will be that of a development agent in rural communities, who is trained to 
mobilize the people in handling their own needs. With this in mind a series 
of questions will be raised in regard to the selection of the candidates, the or-
ganization of the school and the structure of the curriculum. 
Selection 
For some years there has been discussion about the failure of recruiting a 
sufficient supply of health manpower for rural areas. Curiously, many 
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sources regard the university trained doctors responsible for this state of af-
fairs because of their high level of education, their urban orientation, if not 
their urban origin, and also their preference for clinical work in the ad-
vanced technological environment of the hospital. These conditions are then 
said to result in a dislike of rural work or, in case of deployment in a rural 
health project, in a poor communication with the rural population. For these 
reasons people are, in recent years, increasingly recommending the use of 
auxiliaries to run the rural health service because of their alleged social and 
cultural closeness to the people they will serve. 
However, the significance of our study is that it has drawn the attention to 
obstacles to a rural and public health commitment among student medical 
auxiliaries and graduates, which resemble those reported for doctors, but 
which so far have hardly been acknowledged. They are partly inherent to 
the selection mechanisms employed in the past resulting in a number of 
problems, the most important of which can be summarized as follows. 
First, although students have been drawn from primary and secondary ed-
ucation, they have nevertheless been exposed to an educational system, 
which, even at the lowest levels, was basically geared to the training of peo-
ple for administrative or specifically urban occupations and looked down on 
agriculture. This orientation has contributed to the negative attitudes to-
wards the rural population, in spite of the fact that most of them have been 
drawn from rural families. 
A related issue is the social class origin of the students, since it was found 
that between 20 and 45 percent of their fathers and between 50 and 70 per-
cent of their eldest brothers had a non-farming occupation. It is noted that 
this may reflect the influence of specific segments of society on access to ed-
ucation in general rather than to medical education. For example, as Mbili-
nyi (1973) observed in an investigation conducted in rural areas of Mwanza 
and Tanga districts, children enrolled in primary school largely came from 
households which were wealthier, had off-the-farm sources of income and 
educated household heads, and were situated in central places. 
A third, and more specific, problem appears to arise from the fact 
that candidates for the training of rural medical aids were largely recuited 
from existing grades, particularly from among dispensary and nursing 
assistants, which indicates a certain tendency to stress technical competence. 
The image of medicine as largely curative work that they brought with them 
to the school as well as the hierarchy which they have observed in the health 
service, helped to create an orientation which was heavily biased towards 
clinical work. 
The question now is which bearing our observations have on the future se-
lection procedures. Seen in the light of our findings, we wonder what the rel-
evance is of such suggestions as Fendali (1972: 176) and others have made, 
to consider ethnic and tribal origins, language, and certain character traits 
such as responsibility, reliability, diligence and trustworthiness as important 
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criteria for selection. A similar question can be raised in regard to the appli-
cation of aptitude tests as a means of selection. Though there is room for 
some improvements in the selection for medical training such as, for exam-
ple, a more equal representation of the various districts among the candidates 
and the recruitment of females for the training of rural medical aids, we 
feel that this selection cannot overcome the more fundamental problems de-
scribed above. In fact, the selection for medical training, as for other voca-
tional trainings, to a large extent depends on the selection mechanisms oper-
ating at the level of primary education and it is here that such problems as 
the urban orientation of students and the relative over-representation of stu-
dents from non-agricultural and more educated families have arisen. 
What is therefore more relevant in recruiting motivated staff for the 
health sector, as other sectors, is, of course, the existence of a rural commit-
ment among the political leadership and its capacity of formulating adequate 
educational and other social development policies. In respect to education, 
Tanzania has already accomplished a considerable amount of change since 
the government's policy statement on Education for Self-Reliance, which 
set, as one of the main goals of future education, the preparation for work 
in an overwhelmingly rural society. 
Whether these changes will eventually affect the type of candidates re-
cruited for the health service remains to be seen. For the moment one would 
hope that the training centres become aware of the problems inherent to the 
selection mechanisms, or, if aware, no longer neglect them, and work out 
ways of overcoming them. In particular, there is a need of introducing 
schemes which promote a public and rural health orientation among stu-
dents, and in the remainder of this section we will discuss some possible ap-
proaches. 
A final comment can be made about the new type of health worker 
known as village health worker. There is no doubt a need for a further devel-
opment of such new cadres, accepting the fact that large sections of the ru-
ral population have no access to health facilities, most diseases are relatively 
easy to treat and to prevent, and also that selection of staff can be done on 
the basis of other than educational criteria. Typically, the village health 
worker is a largely non-professional worker with no more than primary edu-
cation, who is selected by the community rather than the health estab-
lishment, as is the case with other health workers. This system has been de-
veloped in Tanzania, particularly to provide ujamaa villages with health fa-
cilities, following a visit by a Tanzanian mission in 1968 to China, where it 
studied the system of the barefoot doctors. In Tanzania this person is a part-
time health worker, who is not involved in paid employment in the health 
service, but instead provides health facilities in the village as his share of 
communal work. 
An important principle of the village health worker is that the community 
helps in selecting the candidates. Reports from China indicate that this sys-
tem is working well, but in an experiment in Iran, structural barriers to a 
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democratic recruitment were found since the power elite in the villages ap-
peared to choose their own relatives for these jobs (Ronaghy and Solter, 
1974). No information on this is available from Tanzania, except that the 
health establishment takes part and sometimes plays a decisive role in the 
selection of candidates. 
Training site 
In discussing the teaching situation there are two major aspects which re-
quire attention: the organization of the school and the content of the educa-
tion. As has already been mentioned the reorganization of the health service 
not only requires the availability of large numbers of auxiliaries, but also 
changes in the approach to their training. From our experience it appears 
that one of the major shortcomings in this training in Tanzania, both in re-
gard to the training in general and in regard to that of pubic heath in partic-
ular, has so far been the lack of a suitable training site. In most schools this 
training was very much hospital-based and little attempts were made to let 
even a small part of the teaching take place within the framework of a 
teaching health centre or dispensary. For example, towards the end of 1973 
such teaching health centres were only available for 2 out of the 10 auxiliary 
training centres: Kibaha and Mwanza; the Mwanza Programme had played 
an important role in the development of the teaching health centre of the 
latter school. As a consequence in most schools the teaching, particularly of 
public health, was highly theoretical. However, for this training such a mod-
el teaching health centre is an essential prerequisite, most of all to have ac-
cess to primary care institutions in rural areas. Moreover, in order to serve 
as a demonstration ground for community health, this health centre should 
have a wide range of preventive and outreach activities in a defined area. 
The setting up of such a programme should, however, not go beyond the lo-
cal need and local resources, so as to avoid what Lucas (1970: 96) has de-
scribed as a real danger, namely that the area selected soon becomes atypi-
cal, for example, in that it might make available extra staff and equipment. 
Also Fendali (1972: 182) has warned that the projects carried out should 
not be so idealistic as to be totally unrealistic. 
Another shortcoming in virtually all training centres was that they had no 
permanent working relations with major development agencies such as agri-
culture, community development and adult education. Such links would be 
useful and could be established through a teaching health centre. Firstly, it 
would enable the students to be confronted with local development projects 
and problems related to the management of development, and secondly, this 
would show them the need for an integrated approach of socioeconomic de-
velopment. 
Finally, medical training centres often functioned in sheer isolation from 
the surrounding villages, whose health problems were therefore unknown to 
the teaching staff. An interesting example is provided by a family study, 
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which the students did in a village at a distance of about 1 km from the 
teaching hospital, and in which it was found that less than 30 per cent of all 
children had a sufficient vaccination status. Therefore, the problems of the 
local communities were not taken as a frame of reference for the teaching. 
Instead, each training centre should focus on these communities and create 
an intensive contact with them, in particular through village work, whether 
or not related to the field of health. 
In short, many schools were run without adequately relating the teaching 
to the needs of the surrounding population. Moreover, only a small propor-
tion of time was spent on practical training. It will be clear that these condi-
tions were making the increase in the number of hours allocated to public 
health almost meaningless. 
A problem closely related to this is the role of the teachers. Up until the 
present the shortage of teachers has been a major problem facing the train-
ing of auxiliaries and for this reason a great use has been made of part-time 
teachers whose major job is hospital work. Therefore, the observation made 
by a WHO Expert Committee on the training of medical assistants and simi-
lar personnel in 1968 still seems valid: 
"Teaching staff was usually recruited from among physicians, primarily 
concerned with patient care, who added teaching to their other duties. 
This often had undesirable effects because, for example, many physi-
cians failed to appreciate the distinct needs of the medical assistant, the 
content, orientation and emphasis of their teaching resembled too 
closely those of the medical course they themselves had followed" 
(1968: 9). 
Therefore, there was in general no opportunity for selecting the teachers. 
More significantly, most of those involved in teaching medical auxiliaries 
had not received a specific training, whether related to educational methodol-
ogy or to the relevant subject. Thus, teaching staff in public health had rare-
ly been given a postgraduate training and often lacked experience in this 
field. A further complicating factor was that public health work, in the devel-
oping, as well as the developed countries, has a relatively low status among 
physicians, as among other health workers, which is likely to affect their 
motivation towards this work in a negative way. 
Curriculum 
Alongside the establishment of a more adequate setting in which the rural 
training takes place, there must also be a parallel shift in the attention paid 
to the curriculum. The syllabus in use in the period under study was made in 
the fifties and revised in the sixties. Meanwhile, the need for a further revi-
sion of this syllabus had been recognized and various memoranda dealing 
with the training of public health were submitted, as has been described in 
section 4.3. The most recent and elaborate proposal for a new syllabus on 
community health was that prepared for medical assistants by Mrs. MacMa-
136 
hon, and it represents an important document in that an attempt has been 
made to specify the general objectives as well as the instructional objectives 
of the various subjects in the course. Furthermore, the teaching of communi-
cable diseases and epidemiology was stressed, apart from the need of the 
students' actual involvement in various projects of community health. 
However, it appeared to emphasize a technical training rather than a train-
ing for rural development, and, in any case, it failed to recognize some of the 
main obstacles to a rural commitment on the part of the students. 
On the whole, little attention was given in it to aspects of the human envi-
ronment of health, both at the micro-level of the community and the macro-
level of the Tanzanian society as a whole, and no place had been reserved 
for the teaching of the social sciences to deal with these aspects. While rec-
ognizing the contribution that the social sciences, and sociology in particu-
lar, can make in the course of medical auxiliaries in developing countries, 
we do not opt for an approach which has traditionally been understood to 
be that of sociology. Here we particularly refer to what we have said in 
Chapter 1 about the role of the social sciences in medicine, which has often 
been perceived as being mainly concerned with the traditional community 
and traditional health behaviour of the rural population. This concept of the 
traditional community has also been implicit in the philosophy of the teach-
ing of medical auxiliaries and other health workers about rural Africa, as the 
following examples may show. 
The syllabus for medical assistants in Tanzania, while discussing the ap-
proach in "disseminating" health information in regard to hygiene, empha-
sizes the need for simplicity "bearing in mind that the problems to be faced 
are largely the results of ignorance, superstition and indolence". And in a 
section dealing with preventive medicine it was noted that "health education 
is concerned with means of inducing people to modify their behaviour. The 
first condition before one can even dream of changing behaviour patterns, is 
the intimate knowledge of customs and habits"16. 
In an introductory course of sociology given at Máchame Medical Assis-
tants Training Centre, it was argued that emphasis should be placed on the 
"traditional small scale society". Moreover, the course was limited to an in-
troduction into some of the basic concepts of sociology, such as role, norm, 
sanction, culture and subculture, socialization, extended family and kinship, 
social structure and traditional society17. 
A third example is drawn from the syllabus for Α-nurses in Tanzania. It 
also included the teaching of "sociology applied to nursing" which was de­
scribed to consist of the following subjects: family structure and the social­
ization of children, traditional small scale rural society, the new urban in­
dustrial society, custom and conflict in a changing society, factors which 
promote and hinder change, community attitude to disease and health, 
witchcraft, and social aspects of disease18. 
In the syllabus for health officers in use at the Dar es Salaam School of 
Hygiene reference was made to the teaching of social studies including αε­
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mography and sociology, whereby the latter discipline would concentrate on 
describing the "tribes in detail". Furthermore, teachers of health education 
were requested to draw attention in particular to the following items: the 
principles involved in building patterns of health behaviour; how people 
learn; resistance of learning; the influence of myths, popular beliefs, culture 
and tradition19. 
Thus, in requesting the teachers to give consideration to subjects like the 
influence of superstition, ritual practices and tradition, one tended to em-
phasize the conservatism of the rural population. However, given the atti-
tudes of students and health workers, there is much reason to abandon this 
mythology of peasant traditionalism and ignorance for an approach which 
emphasizes the social constraints making it difficult for a large section of the 
rural population to develop. 
In our view, the concept of a medical auxiliary as a development agent in 
rural communities would involve the creation of a training situation whereby 
much emphasis would be on developing a more positive attitude towards ru-
ral people and on the motivation and attitudes of students to ensure an ade-
quate identification with the rural population. To this end the curriculum 
should be worked out more consequently with due regard to the country's 
need and its overall development policy. We will discuss the implications of 
this by briefly describing a few approaches which we gradually adopted in 
the course of the teaching of sociology to student rural medical aids and 
medical assistants, and the intention here is to underline the principles rath-
er than to give an outline of the curriculum. 
First of all, in lectures a good deal of attention was given to the histori-
cal position of the rural people in the process of underdevelopment, both in 
general and in the field of health. For example, in outlining the socioeco-
nomic background of rural families, consideration was given to some of the 
main conditions under the colonial system that have, to a great extent, been 
responsible for the present stage of development. For a discussion of the im-
pact of the general economic and agricultural policy use was made of an il-
lustrative document, written by Iliffe, and entitled Agricultural change in 
modern Tanganyika, to which we already referred in Chapter 2. It describes 
the emergence of a pattern of regional and social inequality which was inher-
ent to the overall development policy of the colonial government. Inequali-
ty between different rural areas, he argues, resulted from the focus on the 
development of a European-owned plantation and cash crop economy which 
was concentrated in certain favoured areas. In other areas no development 
was taking place either because they were gradually compelled to supply the 
migrant labour needed for the plantation sector, or because they were not 
given a role to play in this type of economy. He then documents how the de-
velopment of a pattern of social inequality was stimulated by the colonial 
government's agricultural policy, adopted in the fifties and established by 
the Department of Agriculture, who concentrated on the most responsive 
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and thus progressive farmers, assuming that their example would gradually 
spread to the remainder of the rural population. Thus, what Iliffe has at-
tempted to describe is that the development of selected areas or parts of the 
population has necessarily led to the underdevelopment of the rest of the 
country, and that these circumstances have greatly contributed to the prob-
lems of rural development which exist in Tanzania today. This trend to-
wards greater inequality between different sections of the population has 
also been the apparent result of the colonial educational policy, which con-
centrated its efforts on the training of Europeans and Asians, and, with re-
gard to the Africans, on the training of people for administrative occupa-
tions. 
Likewise, in an introductory course on the organization of the health ser-
vice in Tanzania an attempt was made to identify the major characteristics 
of the colonial health structure and to discuss how these had affected the ru-
ral health policy after Independence, in the way that was described in Chap-
ter 2. Thus, careful consideration was given to the influence of the division 
of the general administration and the health service into a dominant central 
government sector largely covering urban areas, and a subordinate local gov-
ernment sector covering the rural areas. This explains why the history of 
the health service can be seen as an essential part of the course. Further-
more, a detailed outline was given of the First and Second Five-Year Devel-
opment Plans, in particular in regard to the delivery of primary health care 
and manpower development, to make the students familiar with the medical 
development policy. Within this context attention was also paid to the coun-
try's overall development policy to provide insight into the relationship be-
tween the political changes and changes in the health sector. This informa-
tion has formed the main basis for a detailed outline of the organization of 
the health service in Tanzania, which the author wrote for a manual on pub-
lic health for medical auxiliaries20. 
In another approach attention was given to the problems inherent in the 
inter-hierarchical position of the medical auxiliary as set out by Gluckman 
(1968); this position can be described as being that of a specialist working in 
the government bureaucracy while, at the same time, the medical auxiliary is 
a member of the community, which expects him to serve their interests. 
Though they have a relatively low status in the official hierarchy of health 
service, they no doubt represent a considerable component of the intellectu-
al elite in rural areas, where they enjoy a relatively high status. At the same 
time, observations have indicated that medical auxiliaries, by forming part 
of a rural elite, may place themselves in a position isolated from the majori-
ty of the population. The teaching material in this respect covered the survey 
results, regarding the perceived status of medical auxiliaries, the essays pre-
senting the students' image of rural population and the reports from those 
field practicáis which concentrated on the local development activities of 
various departments of government (see under). 
A brief word needs to be said about the political education course. When 
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we first became involved in the training of medical auxiliaries in 1969, we 
experienced that students lacked even a general knowledge of the political 
aspects of the government's development policy including on health. How-
ever, in view of the fact that the political changes greatly affected the work 
of medical auxiliaries, we felt that there was a need for more information on 
the rationale of these changes and we included, therefore, a short political 
orientation course in the teaching programme. One year later political edu-
cation courses were introduced into all training programmes on a nation-
wide basis, and these were given by teachers from outside the health sector, 
mostly from the department of education. Allowing for its intention to con-
front students with the country's development policy, the course was de-
signed to provide a frame of reference for discussing the above mentioned 
topics. Yet, from the point of view of the health sector, it suffered from two 
deficiencies. Firstly, the course failed to relate the teaching to problems in the 
health service and no reference was made to the position of the health pro-
fessionals within the context of a socialist society. Secondly, as Bienefield 
(1972: 177) has noted in regard to general education, the change of curric-
ulum, which the political education course represented, has been intro-
duced essentially into the old system, since political education is often 
taught separately, leaving other courses largely unaffected. 
Attention was also paid to various social and cultural aspects of diseases, 
but given the growing interest in epidemiology and communicable diseases, 
there is a need for more elaborate written teaching material. This would 
provide insight into social and cultural factors related to the transmission 
and control of communicable diseases, in particular bilharzia, leprosy and 
tuberculosis. 
As has been mentioned before, an important aspect of the training was that 
it should actually take place in the village situation, and a considerable 
number of hours were increasingly spent on field practicáis to serve this pur-
pose. Four types of practicáis will be briefly described here. First, practicáis 
were regularly undertaken to carry out family studies in different villages in 
the defined area of the teaching health centre. They were done to investigate 
the physical, socioeconomic and cultural environments and their implications 
for the people's health, and to discuss the people's need in preparation 
of public activities in the area. Each student was allocated one household 
which he could visit several times to get as much detailed information as 
possible. More specific information about the physical condition of the pop-
ulation was obtained through a community diagnosis study involving over 
thousand people each time during a two-weeks stay in a number of villages. 
With the data received from these practicáis it was also possible to gradually 
build up the information about the various villages resulting in a sort of so-
ciomedical map of the defined areas, which could be used as a permanent 
source of teaching. 
In another practical students were confronted with the administrative ma-
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chinery existing at the level of the ward and the development activities un-
dertaken here. The ward is the smallest administrative unit in Tanzania and 
it is at this level that medical auxiliaries are operating. As local representa-
tives of the health department they are members of the Ward Development 
Committee, which consists of the ward executive officer, as the head of the 
ward, and of representatives of government and the population. The com-
mittee's main function is to coordinate the development activities at the ward 
level. The idea of this practical was that small groups of students inter-
viewed the various members of the above mentioned committee in order, 
first, to become familiar with the work of non-medical departments of gov-
ernment in general and the specific duties of the medical auxiliary's coun-
terparts in these departments in particular; second, to identify the problems 
of development that the ward faced as well as the respondents' conceptions 
of these problems; third, to understand the role of the medical auxiliary as a 
member of the Ward Development Committee and to study the possible 
fields of cooperation between the health and other departments in promot-
ing local development. 
A third example of confronting students with rural problems was by their 
staying in an ujamaa village for a one to two-weeks period. In this way, stu-
dents had an opportunity to work with the villagers on their communal land, 
to get an insight into the administrative and social organization of these 
newly established communities, to become familiar with the management of 
development in these villages and, more specifically, to study their health 
problems. 
A special case was the students' involvement, as from mid 1973, in the 
national mass health education campaign, known as Mtu ni Afya (Man is 
Health), sponsored jointly by the Ministry of Health and the Institute of 
Adult Education. This campaign was a radio education campaign covering 
the most common diseases that can be prevented environmentally: bilharzia, 
dysentry, hookworm, malaria and tuberculosis (water too was also includ-
ed). It ultimately involved nearly two million adults or 40 per cent of their 
total number. They were participating through 75,000 small study groups 
spread all over the country and they received the basic information through 
radio and simple textbooks, which had been specially written for the cam-
paign. A similar number of group leaders, recruited from among teachers, 
adult education and health workers, but also ten-cell leaders and other non-
professional people, were trained to work with them. The main aims of the 
campaign were to provide information about the symptoms and prevention 
of the diseases mentioned above, and to increase the people's awareness and 
encourage actions which groups can take to improve their health. 
The formation of discussion groups was based on the methods of adult 
learning and motivation theory of the adult education specialist Freiré, who 
visited Tanzania in 1972 at the invitation of the University of Dar es Sa-
laam. For Freiré the basic task of education is "conscientization" or the 
need to raise a critical awareness among the socially and politically deprived 
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groups of population. From his wide experience in literacy education in vari-
ous Latin American countries Freiré concluded that learning takes place 
most effectively when the people have an opportunity to participate actively 
in discussion about the actual conditions of their villages. More significantly, 
he recognized the need to build up a consciousness and awareness within the 
adult learners that they themselves are capable of bringing about change in 
their own environment. As such these ideas had particular relevance for 
Tanzania since they fell within the country's philosophy of education. Basi-
cally, what Freiré advocates is a model of communication and education 
which emphasizes the complete and equal participation of all group mem-
bers in exploring the relevance of the information provided to their own 
reality. He criticizes what he calls the "banking" method of education, 
which characterizes most educational activities, and which reduces educa-
tion to an act of depositing, as occurs in a bank. In this concept of education 
teachers are regarded as "making deposits" and the scope of action allowed 
to the students only concerns the "receiving, giving and storing the deposits" 
(1972: 46). In other words, the student's function is simply to receive the in-
formation uncritically. In contrast, the "problem-solving" method of educa-
tion attempts to maximize the students' creative power and emphasizes the 
dialogue as indispensable to the learning process. Characteristic for this con-
cept of education is that it breaks down the vertical relationships between 
teachers and students, since it also stresses the need for the teachers to learn 
from the students. 
Therefore, as an educational approach it offers a realistic alternative to 
the traditional teacher-student relationships, characterized by a rather pas-
sive attitude of the students. As a method of health education it is markedly 
different from the patronizing approach which seems to characterize the re-
lationship between government staff involved in local development including 
health and health education workers on the one hand, and the rural popula-
tion on the other hand, as we have discussed in section 4.5. At the same 
time, as a mass education approach it contrasts with the opinion-leaders ap-
proach in health education, described before, which tends to concentrate on 
locally influential persons. It is significant to note that the M tu ni A f ya cam-
paign has been initiated by a political move rather than by the health pro-
fession21. 
The students' involvement in the campaign concerned the participation as 
group leaders in various study groups, which had been formed in the defined 
area of the teaching health centre and which held weekly sessions over a pe-
riod of several months. The main activities of the groups performed in the 
villages were the protection of existing wells or the construction of a new 
simple water supply (Salawe pump), and the building of latrines. For the 
students it provided a good opportunity to be confronted with a new. and 
for Tanzania more relevant, health education approach. 
These are some examples of field practicáis carried out by student medical 
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auxiliaries during various stages in the three years twining period. They 
formed part of a programme whereby ultimately the teaching would be 
done, as much as possible, within the prevailing rural conditions. In fact, it 
is argued that the students' commitment to rural development will be deter-
mined by the extent to which the training situation, particularly in communi-
ty health, will, in the words of Illich, be "deschooled", and the village envi-
ronment will become the institutional setting of the training programmes of 
auxiliary personnel. 
NOTES 
1 Cited from an opening address by the Junior Minister of Health to teachers of 
medical auxiliaries present at a seminar on teaching methods, Kibaha, February 
1973. 
2 For example, during preliminary discussions between the Ministry of Health and 
the Medical Department of the Tanzania Episcopal Conference about the possible 
participation of Sengerema hospital m the training of medical personnel, it was 
proposed that the candidates, when qualifying, would be of a higher calibre than 
medical assistants (Ministry's of Health, Ref. no HE/V/30/10 of March, 24, 1965). 
3 Cited from an address by the Minister for Health and Housing to the Annual 
Meeting of the Tanzania Christian Medical Association, Dar es Salaam, 1967. 
4 In 1967 there were less than 85 assistant medical officers in Tanzania; moreover, 
the course was discontinued in the same year, when the Second Development Plan 
was introduced. See Volume IV of the Second Five-Year Development Plan 
1969-1974 entitled Survey of the high and middle level manpower requirements 
and resources, Government Printer, Das es Salaam, 1969, p. 12B. 
5 Since the mid-sixties students from the Mwanza Rural Medical Aid Training 
Centre were trained in Bukoba for parasitology and preventive medicine How-
ever, there was no fulltime training centre at Bukoba until 1970 
6 Minutes of the Meeting of the Medical Committee of the Tanganyika Missionary 
Council, 1962, Annual Report, Medical Training Centre Mwanza, 1970. 
7 Circular Ministry of Health, Ref no HEH/30/7/41 of June 2nd, 1970. 
8 Circular Mwanza Regional Medical Officer, Ref no RA/4/183 of October 29, 
1970. 
9 Memorandum on the new medical assistants syllabus, submitted by the Principal, 
Medical Assistant Training Centre, Tanga, 1972 
10 An exception is made for rural medical aids who are selected for an upgrading 
course to become medical assistants Such an upgrading course was given at Bum-
buli Training Centre. 
11 Holmes, J. and Raikes, A M , On attitudes of interns Unpublished. Jayaraman, R, 
The professional medical assistant in Zambia, Paper presented at the Universities 
of East Africa Social Science Conference, 1970 
12 As has been noted before, there was a time-interval between the surveys carried 
out at the various training centres and this allowed some alterations to be made in 
the questionnaire The research subjects under discussion did not always involve 
all seven groups of respondents. 
13 An earlier version of this section was published in Soc Sci & Med, 9, 1975, 89-92 
14 See note 11. 
15 Schneideman, I , "Mwanamugimu" clinic, Paper presented at the WHO/Unicef as-
sisted seminar for district medical officers, Arusha, April, 1968. 
16 Regulations and syllabus for medical assistants, revised 1966, pp 28 and 59 
17 Introduction to sociology for medical workers. Máchame Medical Assistants 
Training Centre 
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18 Syllabus of subjects for a four-years course leading to "A" registration as a 
nurse/midwife or nurses/psychiatric nurse, p. 6. 
19 In use was the proposed syllabus for the diploma in environmental health, Kenya, 
pp. 9 and 11. 
20 This manual is in draft available in Tanzania and will be published soon. 
21 A similar campaign, known as Chakula ni Uhai (Food is Life) emphasizing nutri-
tion and food production, will be held in 1976. 
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Chapter 5. 
Implications of the study 
It is the purpose of this chapter to present some implications which have 
emerged from our study, both at the theoretical and policy level. It will be 
noted that various sections in previous chapters (3.8 and 4.6) have been de-
voted to policy implications, particularly in regard to the health care deliv-
ery system and the selection and training of medical auxiliaries. Here we in-
tend to follow this up by outlining the broader context of such proposals 
and by making additional suggestions. 
5.7 Theoretical implications 
This study has analyzed some problems of rural health development in Tan-
zania using historical documents and data from social science literature, and 
also basing itself on investigations conducted in Mwanza region, at a time 
when hardly any empirical material on this subject was available, both in-
side and outside Tanzania. It has been undertaken within the framework 
of a teaching and research programme on public health, in which the author, 
as a sociologist, was invited by the Ministry of Health to participate. Both 
this practical work and the study based on it represent therefore the begin-
ning of medical sociological activities undertaken in Tanzania in recent 
years within the context of various regional health programmes as well as 
the training of medical auxiliaries. 
The significance of this study is that it has shown the inadequacy of anthro-
pological studies on traditional medicine and of studies into social and cul-
tural aspects of diseases, and, at the same time, that it has demonstrated the 
need for a reorientation of the medical social sciences in developing coun-
tries. Thus, we have demonstrated the value of analyzing problems of rural 
health within the broader context of the historical and sociopolitical struc-
tures that have determined them. Furthermore, with regard to the health sec-
tor itself, we have shown the need of studies focusing on the health care de-
livery system, the concepts of manpower development and constraints in the 
training situation. In this way we have been able to argue that the lack of ru-
ral health development in the past has been primarily due to structural fac-
tors in society in general and the health service system in particular. 
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For example, it was analyzed how the marginal position of the rural areas 
in the economic, administrative and social service structure of colonial and 
also postcolonial society has, of necessity, been reflected in the relative un-
derdevelopment of the rural health sector and therefore in the differential 
access to health services between urban and rural populations. 
A further indication was that despite changes taking place in the health 
infrastructure in favour of primary care facilities in rural areas, the domi-
nant value system both among health workers and the general public still 
seemed to be orientated to hospital medicine and curative medicine in 
general. 
Moreover, our study has shown the existence of attitudes among health 
workers and students which we have argued, represent another important 
barrier to an adequate rural health service. 
Therefore, our interpretation emphasizing the importance of the social and 
cultural system underlying the health service distinguishes itself from other 
approaches which are currently followed, to explain the cause of the under-
development of the health services in general and the rural health sector in 
particular. 
One such an approach is that the major obstacle to health development is 
formed by the scarcity of financial resources causing a shortage of manpow-
er and medical facilities (Semambo, 1969). In more general terms, this ap-
proach tends to interpret the health problems of developing countries in 
terms of poverty, particularly in the sense of lack of material resources 
(King, 1966). However, as we have demonstrated, it is not the shortage of 
resources but rather their distribution over the various areas and social 
groupings of the society which presents the main constraint to health devel-
opment. In other words, increased financial and human resources will have 
no effect on rural health development as long as the inequality in the access 
to health services in many countries continues to exist. 
Another popular approach seeks to attribute the lack of health develop-
ment to the ignorance and "traditional" beliefs of the rural population and 
these are held to cause their "resistance" to resort to modern medicine. It is 
also this approach which is reported to be widespread among local develop-
ment agents of government bureaucracies in East Africa, and, as we have 
seen, is followed by medical auxiliaries. Moreover, there are clear indica-
tions that this emphasis on the people's traditionality is present in the teach-
ing of medical auxiliaries. However, it is recognized much less that this "tra-
ditional" behaviour of the rural population is often a valid response to cer-
tain objective conditions such as the structure of access to health care or the 
social distance between the health worker and the population. 
The various interpretations not only differ in the way they seek to analyze 
the conditions of underdevelopment of the rural health services, they also 
lead, of course, to different options to be taken to bring about social change. 
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Thus, those who define the problems of underdevelopment in terms of short-
ages, often expect these problems to be solved by economic measures. This 
is for example an approach found among planning experts in Africa, who 
focus on health as an investment problem (AFRO Technical Papers No. 6, 
1973: 17) and whose advices are often largely concerned with numbers, of 
medical institutions, staff, beds, etc. Within this context it is sometimes 
argued that no health development will take place in a particular country at 
all unless it embarks on a large scale programme of industrialization. For 
example, at the eighteenth session of the WHO Regional Committee for Af-
rica one of the advisers, invited to participate in the technical discussions, 
criticized the so-called agro-centric orientation of economic development in 
most African countries and strongly suggested that the plans for health ser-
vices in Africa should be drawn and implemented with an economic devel-
opment policy resolutely orientated towards industrialization (AFRO Tech-
nical Papers, No. 7, 1974: 81). 
Existing models of social and cultural change in rural communities often 
base themselves on assumptions of peasant ignorance and traditional beliefs, 
and focus on changing the attitudes of the rural population by improving the 
level of education and by encouraging the acceptance of a modern life style 
in general. For example, we have seen that those who advocate the so-called 
modernization approach for the health sector, expect an increased utilization 
of health services primarily to result from changes in the behaviour of the 
population. It is also perhaps this orientation which has formed the back-
ground of suggestions by health authorities to place emphasis on health edu-
cation and improved sanitary habits as important ways of improving the 
health conditions. 
Our findings allow the construction of another model of social change by 
which the emphasis is on the structural constraints in the health system itself 
rather than on the people's motivation. More specifically, our model of 
health development focuses on the alterations in the health care delivery sys-
tem as well as on changes in the orientation and approach of the health 
workers as an important means of promoting rural health development. 
These findings also clarify the possile role that medical sociology can play 
in the development of the health services of third world countries, in partic-
ular with regard to its research implications. As Leeson (1974), in discuss-
ing the role of the medical social sciences in the health policy of developing 
countries, suggests, they could make an important contribution by analyzing 
the paradoxes that exist between the health needs of the mass of the popula-
tion on the one hand, and the solutions applied to deal with these problems 
on the other hand. 
As we have seen, this would require going into broader questions of socio-
political processes of underdevelopment of rural health services including 
their historical background. It will also require a study of the contradictions 
which the health sector may represent in society as long as the structure of 
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its delivery system, its value system as well as the approach of the health 
professionals, have not been brought in line with the overall development 
strategy towards the rural sector. 
Indeed, one of the major tasks of the social sciences in the field of health 
would be, following Banerji (1973), to study the basic principles underlying 
the development of the health services of the country in general and those of 
the rural areas in particular, and to analyze the following questions: How ef-
fective has been the break with the tradition of the colonial administration? 
How effective have the efforts been to develop a new administrative culture 
which can provide more effective health services to the population of the 
country? How serious has been the leadership of the country in confronting 
the forces of status quo which came in the way of developing rational health 
services in the country? How effective have been the efforts to bring about 
social orientation of education and training of health workers? 
With regard to the role of the social sciences in the training of medical 
auxiliaries one might caution against "the widely held idea that local staff, 
trained and employed in their own area, will know all about the communi-
ties they serve. Such individuals may be aware of certain practices relating 
to health situations, but they do not as a rule know in any systematic way 
about the social organization of their own people, nor about their cultural 
patterns of living" (Read, 1966: 123). As we have discussed at length, this 
teaching should not merely restrict itself to the people's culture, but should 
particularly draw attention to the health workers' culture and the possible 
obstacles to rural health development formed by it. 
5.2 Policy implications 
5.2.1 For other developing countries 
This study has analyzed a variety of problems in the provision of rural 
health services and one of the first conclusions to be drawn from it for gen-
eral health policy is, that the promotion of rural health development is a 
very complex issue, involving a wide range of sometimes radical decisions in 
the political, economic, administrative and educational fields. In this respect 
Tanzania has not only set a very interesting example from which other coun-
tries in Africa and elsewhere can learn while planning and implementing the 
development of the rural health sector, but at the same time has made it 
clear that the answers to the problems of rural health development are not 
one-dimensional. 
Within this context, a major consideration is, as our historical analysis has 
clearly shown, that the relative underdevelopment of the rural health service 
can primarily be seen as a function of the overall social and economic policy 
of the colonial government. As has been described, one of the most impor-
tant characteristics of this policy was its focus on the urban sectors, in which 
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most of the Europeans were living, leaving the African population in the ru-
ral areas in a very marginal position of socioeconomic development. This 
was also reflected in the country's administrative structure with its division 
into a central government controlling the urban areas, and a local govern-
ment with the African population in rural areas as its sphere of influence. 
This dualist structure was also the underlying cause of the inequality in 
the distribution of health resources between urban and rural areas which, 
until recently, has characterized the health sector in Tanzania. As has been 
described in Chapter 2, health expenditure has, for a long time, been heavily 
biased in favour of the central government's activities largely covering the 
urban-based hospital sector. Moreover, in terms of allocation, and training 
of manpower, similar emphasis has been given to hospital-based staff, as has 
been explained in Chapter 4. Thus, hospital services have always been given 
precedence over primary care services, though the former category was 
much more expensive. 
On the other hand, the primary health sector in rural areas was left to the 
local authorities, which, however, lacked the financial and human resources 
to develop it. Thus, because of the specific position of the local authorities 
within the sociopolitical structure of the country, the rural health services 
had little chance to develop and the rural population was therefore "margin-
alized". 
The significance of this interpretation, derived from our historical analysis, 
is that it draws the attention to the broader social context of the health sys-
tem in the colonial and also postcolonial society, and more specifically to 
the peripheral position of the rural areas in the country's development. 
Viewed from this background it is imperative for any country intending to 
embark on a large scale rural health programme, first to eliminate the vari-
ous structural constraints which have in the past impeded the development 
of the rural health sector. For many countries this would involve the further-
ing of a process of decolonization of society in general and the health sector 
in particular, in a way as has been, to some extent, carried out in Tanzania in 
recent years. 
Basic to this process of decolonization in Tanzania has been the formula-
tion of an elaborate rural development strategy towards the end of the sixties 
along with radical changes in the country's political structure. It took some 
years before the health strategy became more consistent with the national 
policy, but by 1972 things had changed, and the rural health sector received 
top priority for new funds. Financial resources were reallocated from the 
hospital to the primary care sector to help the building up of an extensive 
network of dispensaries and health centres in rural areas. Moreover, plans 
had been approved to rapidly increase the number of training centres for 
medical auxiliaries for staffing the rural health service. Furthermore, the 
country's policy of decentralization did represent the elimination of an im-
portant administrative problem hindering rural health development. At the 
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same time, this administrative reorganization not only meant more power to 
the regions and districts, but it also raised the share of expenditure on mass 
need oriented services. Finally, a number of initiatives have been taken to 
change the role of medical auxiliaries from a single-patient curative ap-
proach to that of a community-based preventive approach, and to change 
the training situation. 
In short, the recent history in Tanzania has shown that rural health devel-
opment first of all requires a political solution leading to further changes in 
the administrative, economic and educational fields. 
5.2.2 For Tanzania 
In changing its political and administrative structures as well as its pattern 
of allocating financial and manpower resources in health in favour of the ru-
ral areas, Tanzania has, in comparison with most other countries in Africa, 
accomplished a great deal. Yet, in order to be effective, the rural health sec-
tor still needs a number of changes to be made and for this reason we will dis-
cuss some policy implications, which are specific for Tanzania. In particular, 
these proposals concern, first, the general health policy, second, the health 
care delivery system and third, the orientation and training of staff. 
General health policy 
A general observation is that policy issues aiming at fundamental changes, 
as proposed and being implemented for other sectors, have not been made 
for the health sector, and it seems that three factors are responsible for this. 
First, though the health budget itself has been increased in recent years, it 
still represents only a relatively small percentage of the country's total 
budget. 
A second indication is that the political leadership has been less active in 
redefining the role of the health sector in the post-Arusha period to make 
the health institutions more consistent with the national goals and other in-
situtions. One example of this situation is the lack of important policy state-
ments with regard to health development, when compared to those that have 
been made for the development of agriculture and education including adult 
education. This may perhaps have happened because of other priorities of 
government policy, but an additional reason seems to be that the field of 
health is generally thought to be the exclusive domain of the health profes-
sionals. For example, in a seminar held in Mwanza region in 1970, to discuss 
the role of politics and development in Tanzania, the Regional Administra-
tive Secretary did not want to include the field of health since this was said 
to be entirely left to the medical experts. Also significant is that the TANU, 
as the political party, is hardly involved in matters of health at the local lev-
el, in contrast to, for example, agriculture and adult education in which pro-
motion it takes an active part. 
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A third factor concerns the imagination and motivation of the health pro-
fessionals, both officials and ordinary staff, to translate the national develop-
ment policy into specific health strategies and practical approaches to imple-
ment these. For example, until 1973, programmes of preventive medicine had 
received relatively little attention in the short and long term plans of the Min-
istry of Health as well as in Minister's budget speeches. More significantly, 
even when a specific project was started, it was often not given sufficient 
support from the medical authorities to have it implemented. For example, 
the priority which the ujamaa villages now, already for a number of years, 
have in the field of agriculture, sharply contrasts with the little effort taken 
by the health authorities to help establish the village health services. Other 
examples of the gap between theory and reality have, in regard with the 
training situation, been described in Chapter 4. 
Thus, it can be concluded that the process of politicization of the health 
institutions has not been strengthened enough to make rural health develop-
ment more effective. What is needed, therefore, is a further discussion be-
tween the political leadership and the health sector (in the Cabinet, between 
the Ministries of Development Planning and Health, between the institutions 
operating at the regional level) about how to best fit the health policy into 
the overall development policy. 
Health care delivery system 
From what has been discussed in Chapter 3 it can be concluded that, con-
trary to common opinion, one of the main obstacles to an efficient health 
care delivery system in developing countries is not so much a general lack of 
health institutions and staff, but rather the inegalitarian distribution of the 
financial and human resources between the hospital and the primary care 
sector of health services. Within this context, we want to re-emphasize the 
need for the establishment of a highly decentralized system of health services 
in developing countries aimed at the provision of basic health care to the ru-
ral populations, which constitute the greater majority of these countries. As 
we have seen, the need for such a system is largely based on the restricted 
catchment areas of most hospitals and the predominance of relatively simple 
and preventable diseases. 
In Tanzania, the priority given to the primary care system of health 
should be followed up by further improvements in the structure of access to 
these health facilities, of which the following examples may be mentioned. 
First, health institutions still tend to restrict their activities to their own prem-
ises, whereas more time could be devoted to outreach programmes. In par-
ticular, with the increasing number of ujamaa villages, staff of hospitals and 
health centres should take a more active part in the establishment of village 
health services as the final element in a decentralized health system. So far 
one of the main problems confronting the village health services is that they 
have not been integrated with the existing health structure. Hospitals which 
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have trained village medical helpers do not follow this up, and both hospi-
tals and primary care institutions fail to undertake regular relationships with 
them, to give them the necessary back-up. 
Another important element in a decentralized health care delivery system, 
is the mobile service in which most health institutions can put more energy 
than is presently the case. What would be particularly relevant is that health 
institutions, while operating in the villages, would primarily undertake pre-
ventive activities, though this has traditionally not been the actual function 
of the hospitals and health centres. As is recognized in the proposed Third 
Five-Year Plan "Rural health centres as they are now have mainly concen-
trated on curative service and have been operating as small hospitals. This 
situation has got to change. Efforts will be made to redirect the function 
of the centres to community medicine". 
An additional recommendation for an improved primary health care sys-
tem would be that the staff of hospitals and nearby health centres, together 
with their satellite dispensaries, would work out common programmes. This 
can be seen as a temporary reallocation of doctors and other medical and 
nursing staff from hospitals to primary care units. 
Within this context, a special note will be made about the role of the 
church hospitals in contributing to the rural health services. As we have dis-
cussed before, the voluntary agencies in Tanzania have traditionally been 
mainly concerned with the provision of hospital services, and in this respect 
they have largely followed the colonial pattern of hospital-based health ser-
vices. Another indication of their identification with the hospital sector, is 
the fact that they have, until recently, been particularly involved in the train-
ing of medical assistants and nurses at a time when both types of health 
workers were strictly hospital-bound. 
So far the participation of church hospitals in mobile services and primary 
care has, in general, been limited, and one reason for this was that they were 
not allowed to charge fees for these services, in contrast to the practice in 
hospitals. 
Some improvement could be made if the suggestions, proposed in the 
Third Plan to extend the government grants for voluntary agencies to dis-
pensaries owned by them, would materialize. As the new plan comments: 
"The voluntary agencies are ready to help government in the implementa-
tion of better health facilities in the rural areas, but present policy of paying 
grants to hospitals with resident doctors only, and not to dispensaries under 
the care of auxiliaries and experienced nurses, is not calculated to encourage 
the voluntary agencies to expand their services in the rural areas". However, 
their services would be more relevant if their contribution to government 
dispensaries could be extended. 
In addition to establishing new units for the provision of basic health care 
in rural areas, and to changing the approach of these units one could also 
pay attention to road and transport facilities as factors outside the health sec-
tor for improving the access to health institutions. Here we recall our obser-
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vation that health institutions with relatively poor road communications and 
transport services, were receiving less patients. A further consideration is 
that, according to data derived from the Household Budget Survey conduct-
ed in 1969, the lower income groups in rural areas, who account for over 30 
per cent of the rural households in the survey, had a relatively low degree of 
utilization of transport facilities, accounting for only 7 per cent of bus ex-
penditures (Gottlieb, 1972). Improvement of public transportation would, 
therefore, be a necessary means of achieving a more equal structure of ac-
cess to health care. 
Orientation of medical auxiliaries and students 
By creating a rural health infra-structure and by applying a new concept of 
health development stressing the need of auxiliaries, Tanzania has, in com-
parison with other countries, accomplished a considerable amount of 
change. However, an important policy implication of our findings is that the 
reallocation of financial and human health resources itself is by no means 
the final answer to existing problems, and, that the promotion of rural 
health development requires a much more fundamental approach. 
Thus, we have seen that the value system underlying the health service 
system - with its orientation to hospital medicine and its specific hierarchi-
cal organization - is incompatible with the basic rural health and preventive 
work, and therefore requires some change. 
Another important policy implication refers lo a change in the patronizing 
approach and the negative attitudes of student auxiliaries and graduates to-
wards the rural population. Our findings demonstrate the need for a reorien-
tation not only with regard to medical-technical matters (e.g. curative versus 
preventive medicine), but also in terms of social relationships. The latter 
problem will often not be recognized by health workers, but one possible ap-
proach would be to have their working methods analyzed and discussed dur-
ing seminars which could be organized at the regional or district level. 
In this connection a specific policy proposal is to carry out an evaluation 
study of health education activities, both of health institution-based workers 
and health education specialists, which would focus on the approaches fol-
lowed in health education. In particular, it would be useful to analyze to 
what extent use is made of the community development approach described 
earlier, or other selective approaches. 
In view of the recommendations which we have given in regard to the se-
lection and training of medical auxiliaries in Chapter 4.6, our comments 
here may be brief. An important consideration is that in the selection and 
training one should take better account of the existence of such problems as 
the high value which student medical auxiliaries and graduates place on hos-
pital medicine, their identifcaton with the clinical hierarchy, their little 
commitment to public health, as well as the bureaucratic nature of their re-
lationships with the rural population. 
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Thus, given the clearly sociological nature of the problems confronting 
rural health development, it is doubtful what the significance is of such indi-
vidualistic selection criteria as personality characteristics, so often emphasized 
in the literature. Moreover, we feel that the practice in Tanzania of recruit-
ing candidates for rural medical aid training programmes almost exclusively 
from among persons who have worked for some time in hospitals and other 
medical units, is placing too much emphasis on technical and, in particular, 
curative aspects of the work. In this connection, it is unfortunate to 
note that, according to suggestions for the Third Plan, orderlies in hospi-
tals, health centres and dispensaries should be given preference for auxiliary 
training. 
It will also be clear that the emphasis on more technical aspects in the 
training, such as the duration of the course and the system of examinations, 
or - with regard to community health - the number of hours allocated to 
preventive medicine and the need of teaching epidemiology of communica-
ble diseases, will be meaningless, if at the same time no attention is paid to 
the broader social context of rural health work. Yet, it is our impression that 
this aspect is almost neglected in most training programmes for medical 
auxiliaries. 
In Chapter 4.6 we have described an approach to such a training and pro-
posed a model of community health education, the main features of which 
can be summarized as follows: 
1 The practical training is based on a primary care institution with adequate 
facilities of curative and preventive medicine, both intra- and extra-
institutional, rather than on the hospital. 
2 The village environment forms an integral part of the teaching situation, 
both in general and in the field of health. The teaching encourages the ac-
tive participation of the villagers in designing and implementing health 
projects. 
3 The training is closely related with local development projects of govern-
ment and voluntary agencies, if any. 
In view of the considerable expansion in the training of medical auxiliaries 
there is an urgent need of a teachers training programme. Most teachers 
had no teaching experience before, and, generally, there exists little back-
ground in teaching methodology. Considering the current practice of recruit-
ing teachers particularly from the grade of doctors, there is a need to re-
orientate them from hospital work to primary health care, and this applies 
especially to community health. Moreover, the training of community health 
tutors should foster their ability to develop programmes for practical training 
in the village environment. Finally, their role as community health specialists 
would be more meaningful, if they had a commitment, apart from teaching, 
in rural development projects rather than in hospital work, as is often the 
case at present. 
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Summary and conclusions 
This study derives from the author's involvement in a community health 
project aimed at teaching student medical auxiliaries and carrying out health 
service research based on Mvvanza region, Tanzania, between 1969 and 1973. 
The overall purpose of the study was to present a sociological analysis of 
the constraints to the country's rural health development. In contrast to 
most of the social sciences literature, it did not attempt to analyze problems 
of rural health development in terms of the people's attitudes and behaviour, 
but focused on the health service system itself. In so doing three different 
approaches were followed. 
First, a study was made of various health policies within the broader 
context of the country's sociopolitical development, both during colonial 
days and after Independence, in order to determine the extent to which these 
policies had contributed to the relative underdevelopment of the rural health 
sector. 
Second, an analysis was made of the shortcomings in the existing health 
care delivery system for rural areas. 
The third approach concerned the training and work situation of medical 
auxiliaries as possible factors impeding rural health development. 
Before presenting an historical outline of health policies in Tanzania, a short 
description was given, in Chapter 1, of the aim and the origin of the study, 
followed by an attempt to document the role of the social sciences in the 
health development of East Africa and Tanzania. To this end, an assessment 
was first made of the social scientists' contribution to the field of health 
research by evaluating the work undertaken by the various East African 
social research institutes over the past twenty years. It was shown that, for 
a long time, anthropological and sociological work applied to the field of 
health had played a minor role within the total volume of social research 
activities. 
Following this, a description was given of the major themes underlying 
the studies into this field. It appeared that two broad categories of studies 
predominated. One centered upon the indigenous medical system, or 
ethnomedicine, which has traditionally been in the domain of anthropology. 
The other concerned sociocultural aspects of disease (social epidemiology) 
concentrating mainly on the following medical categories: mental illness, 
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malnutrition, childhood diseases, communicable diseases, and family plan-
ning. However, as our review of the social sciences literature showed, studies 
on modern health care and training institutions appear to have been rare. 
This arose largely because social science research in Africa was the 
monopoly of anthropologists, whose main concern, for a long time, has been 
the study of the traditional aspects of rural societies. This was demonstrated 
by their use of the concept of the 'traditional small-scale society'. By focusing 
thus on traditional cultures anthropologists have helped to create an image 
of the African rural population as traditionally oriented. By contrast, con-
cepts of social change and modernization have often been described by both 
anthropologists and sociologists as phenomena of an industrial and urban 
society. 
The first conclusion of this part of the study was that the task of the 
medical social sciences in Africa has mainly been seen by physicians and 
social scientists as that of providing information about the traditional 
aspects of society. The second conclusion was that the dominant interest 
of social sciences in traditional medicine and their orientation to disease 
rather than to the health care system itself have prevented them from making 
any real contribution to the health development in East Africa. Our 
analysis showed the need for a reorientation of the medical social sciences 
in developing countries to include the study of health care and training 
institutions. 
Chapter 2 presented an outline of health policies in Tanzania, both in the 
colonial and postcolonial period, and also made a study of the position of 
the rural health sector within the broader context of the country's social 
and economic development. The overall development policy of the colonial 
government before the Second World War was described and particular 
attention paid to the economic, fiscal and administrative aspects of this 
policy. The export-based economy that the British colonial government had 
introduced, created a pattern of unequal development between the various 
regions in the country, the cash crops and plantation areas being in the most 
favoured position. Furthermore, the system of taxation imposed on the 
African population with the aim of making the country's economy self-
supporting, tended to reinforce this pattern of regional inequality in that the 
provision of social services was related to the taxable capacity of the 
population. Most significantly, the country's administrative structure with 
its division into a European central government, covering urban areas, and 
an African local government for the rural areas, heavily favoured the 
activities of central government, since the former received 60-80 per cent of 
the tax proceeds. 
The impact of these policies can be seen in the way the health services 
in general, and the rural health sector in particular, developed before World 
War II. The most obvious feature of the colonial health service was the 
development of qualitatively different health care systems for urban and 
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rural areas in that the urban population was served with hospitals run by 
central government, whereas the rural population had to rely on the dis-
pensary service provided by local government. Moreover, most of the 
financial and human resources were allocated to the urban-based hospital 
sector of central government. There was also a clear trend towards in-
equality in the distribution of both hospital and dispensary services between 
the various regions depending on their position within the country's 
economic structure. Following the fiscal policy of relating the extension of 
the social services to the people's capacity to pay for them, health services 
developed best in the export producing areas. External financial assistance 
for health projects hardly existed at that time. 
The change in the political climate towards developing countries during 
and after the Second World War placing more emphasis on social devel-
opment also affected the country's health policy. Long-term development 
plans became a common feature of colonial administration and more funds 
were made available to social services. In order to find out to what extent 
the rural health sector was affected by these new development efforts, a 
brief review was made of the various development plans drawn up between 
1940 and Independence in 1961. It documented the considerable increase in 
expenditure for health services up to the mid-fifties, and the increasing 
financial assistance through the Colonial Development Fund. However, it 
showed that throughout this period the hospital sector remained the main 
priority area and that the dispensary service did not benefit from the addi-
tional financial resources. 
Towards the late fifties and during the first years of Independence the 
expenditure on health services gradually declined, due to a fall in world 
market prices for the country's export products and to the emphasis placed 
on economic development and education by the increasing number of 
Africans in parliament. A new element was introduced in the rural health 
services by the construction of health centres from 1958 onwards, but lack 
of funds prevented local government making a real contribution towards a 
rural development programme. 
With the publication of the Titmuss report in 1964 and the subsequent 
First Five-Year Plan, 1964-1969, the rural health services as well as the 
preventive services received more serious attention. However, it was not 
until the late sixties that a major breakthrough in rural health development 
was realized, following a drastic change in the government's rural develop-
ment policy in line with the Arusha Declaration and subsequent policy 
documents. To give its health policy a rural bias the government decided 
to emphasize the primary care sector by increasing the number of dis-
pensaries and health centres. It also increased the number of training centres 
for medical auxiliaries considerably. Furthermore, a new scheme known as 
the village health service, especially for ujamaa villages, was introduced 
and mobile health services were established. Finally, following a reorganiza-
tion of government administration in 1972, the division between central and 
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local government was abolished, which brought an end to the most important 
administrative barrier to rural health development. 
Chapter 3 focused on the structure of the health service as it existed towards 
the end of the sixties and the beginning of the seventies, with the aim of 
investigating possible obstacles to an adequate health care delivery system 
for rural populations. Before presenting the results of this investigation a 
description was given of the overall organization of the country's health 
services. After that material was presented relating to the distribution of the 
various health facilities throughout the country. It was shown that there 
were still clear signs of an uneven distribution of health facilities both 
between urban and rural areas and between the various regions. At the 
same time, various measures of distribution were evaluated. 
The greater part of this chapter was devoted to an analysis of the pattern 
of utilization of health facilities in Mwanza region. In an introductory 
section the social sciences literature on utilization was reviewed and its 
theoretical and methodological shortcomings discussed. As appeared from 
the literature, two categories of studies have prevailed. One had a rather 
deterministic outlook on utilization behaviour, characterizing the rural 
population in developing countries as merely traditionally oriented. The 
other acknowledged the phenomenon of 'dual use'. Broadly speaking, two 
hypotheses have been developed to explain the concurrent use of traditional 
and modern medicine, one relating to the features of the diseases, such as the 
'folk dichotomy' hypothesis, and the other describing the features of the 
patients, in particular the acculturation hypothesis. However, a general 
tendency was found in the literature to attribute the use of modern medicine 
especially to the urban sections of the population and, more generally, to 
people with a relatively high socioeconomic and educational level. Another 
consideration was that most studies on utilization were community-based 
and focused on characteristics of the population, but did not take into 
account characteristics of the health care delivery system as independent 
variables to explain utilization behaviour. 
Our study intended to provide new material by investigating in detail 
the use of modern medical facilities by means of both a community survey 
and various health institution-based surveys. The health institution-based 
surveys were carried out in seven hospitals, two health centres and two 
dispensaries. Data were collected from outpatients who actually visited the 
various health units. The population-based survey was carried out in a rural 
community in Sukumaland, consisting of 131 households. It covered not 
only the use of modern medical facilities but also that of the traditional 
doctor and the practice of self-medication. 
Three categories of variables were studied. The first concerned charac-
teristics of the health care delivery system, in particular its geographical 
and financial accessibility. It was found that the geographical accessibility 
of the health institution was among the primary determinants of utilization. 
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The effective radius of the health unit's catchment area, defined as 80 per 
cent of all attendances, was estimated at a maximum of 4 miles for dis-
pensaries, less than 10 miles for health centres, 5 miles for urban hospitals 
and between 20 and 40 miles for rural hospitals. Attendance appeared to 
be higher where health institutions were served by better roads and transport 
facilities. Because of their fee charging system mission hospitals were less 
accessible than the free government hospitals, as a comparison of the volume 
of patients between the two types of hospitals has shown. On the other hand, 
mission hospitals were more frequently visited by people after they had 
attended a dispensary near their homes. 
The second category of variables of utilization related to characteristics 
of the population and included in particular education, religion and also 
occupation and income. An important finding was that the people's level of 
education and religious affiliations did not influence their choice of a 
particular type of modern health facility, whether in terms of a church or a 
government hospital, an urban or a rural hospital, and a hospital or a 
primary care institution. From our population-based study it became 
apparent that health expenditure took place more frequently among farmers 
who had an above average cash income and, at the same time, were in 
possession of cattle. Also, the households' spending on treatment was 
reported to be highest for the traditional practitioner. 
A third category of variables, also relating to characteristics of the 
population, concerned various aspects of the patients' morbidity as possible 
determinants of utilization. No differences were found in diagnosis between 
patients who attended urban or rural hospitals and there were only slight 
differences in diagnosis observed at the hospitals and the primary care 
institutions. Furthermore, at all levels of health care, most diseases appeared 
to be simple to treat and even hospital outpatient care was needed for a 
maximum of 25 per cent of all patients concerned. This demonstrates the 
failure of the hospital as the referral centre for more serious patients. The 
great number of patients suffering from preventable infectious and parasitic 
diseases emphasized again the crucial need for more preventive action to be 
taken by the health units. In the community survey, material was collected 
on the population's concepts of disease and disease causation, and their 
possible impact on utilization. 
While assessing the implications of our findings for the various models 
of utilization, we have questioned the validity of the folk dichotomy and the 
acculturation hypotheses as the major models of utilization. Both appear to 
emphasize the traditionality of the population as the main barrier to the 
use of modern medicine, and, as a result, to expect increased utilization of 
modern health facilities from a change in people's living conditions or their 
modernization. However, our findings have shown the validity of another 
model of utilization which focuses on the health institutions themselves. In 
contrast to the modernization approach, it advocates changes to be made 
in the structure of access to health services. In this connection, the need for 
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the development of a highly decentralized system of health care delivery, 
emphasizing primary care institutions, was stressed. 
In Chapter 4 problems of rural health development were looked at from the 
point of view of the manpower development policy, and the work and 
training situation of the two types of medical auxiliaries in Tanzania 
(medical assistants and rural medical aids). In an introductory section the 
growing interest, in recent years, in the utilization and training of auxiliary 
workers in health care was documented. This was associated with the general 
failure of the hospital-based health structure which so far had dominated 
the health care systems in most of the developing countries. In addition, it 
was argued that the medical auxiliary was increasingly seen as a manpower 
source, chiefly for the primary care sector in rural areas rather than for the 
hospital sector. 
In presenting, in the next section, an historical review of the manpower 
policy an attempt was made to identify the basic concepts relating to health 
manpower development that had been applied in Tanzania before and after 
Independence. As a matter of colonial policy physicians were recruited from 
overseas, and the highest attainable medical grade for Africans was that of 
the 'near doctor', or assistant medical officer in East African countries. In 
line with the overall educational policy of colonial government African 
medical auxiliaries were trained to meet the needs of the European colonial 
administration in respect of subordinate personnel. During the period of 
Independence the emphasis in manpower planning remained fixed on the 
physician, and at this time it was recognized that Tanzania would need its 
own medical school. It was argued that only after the political changes in 
the late sixties, which called for the primacy of rural development, that 
medical auxiliaries moved from a marginal to a central position within the 
health structure. 
In another section attention was devoted to changes that occurred in the 
role definition of medical auxiliaries following alterations in the country's 
development policy. During colonial days and the greater part of the period 
after Independence, emphasis in the job description and training of medical 
assistants remained focused on hospital work, despite attempts by the health 
authorities to get them involved in health centre work. Following the refor-
mation of the country's health structure in the late sixties both types of 
medical auxiliaries were seen as the main cadre for rural health work. At 
the same time, their role in dealing with public health at the village level 
was increasingly recognized. In the final part of this section a description 
was given of the attempts by the training centres for medical auxiliaries to 
orientate the medical education to rural and public health work. 
The fourth section presented the results of an investigation undertaken 
in various training centres in Tanzania into the social background as well 
as the public and rural health orientation of student medical auxiliaries. 
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Data were also collected from graduate rural medical aids in two districts 
of Mwanza region. 
In regard to the social backgrounds of the students it was found, among 
other things, that in most training centres for rural medical aids over 30 
per cent of the students had received more than the minimum standard of 
education. Female students had only been selected for the medical assistants 
training. Clusterings in regional background were found among students from 
the more developed regions. Most students and all graduates had completed 
primary education before or shortly after Independence, most of them at 
mission schools. Between 20 and 40 per cent of the respondents' fathers, 
and between 50 and 70 per cent of the respondents' eldest brothers had a 
non-farming occupation. 
With regard to the selection it appeared that student rural medical aids 
were largely recruited from unqualified staff employed by district councils. 
In discussing the reasons given for becoming a medical worker, the emphasis 
was found to be on helping people and nationbuilding motives. It was argued 
that little was done by the medical education system to put these motivations 
into practice. 
The public and rural health orientation was investigated by studying the 
perceived status of the medical auxiliary, by looking into the students' per-
ceptions of the medical auxiliary's role, and by analyzing the images of the 
rural population. In regard to the perceived status of the medical auxiliary 
within the health hierarchy, both students and graduates identified the 
medical auxiliary with the clinical, and not with the public health, hierarchy. 
Male respondents ranked the nurse and the midwife in low positions, and 
female students appeared to associate themselves with the nurse. All 
respondents gave the lowest rank to the traditional doctor. 
In analyzing the students' perceptions of the medical auxiliary's role in 
general it appeared that student rural medical aids saw the medical assistant 
primarily as a curative worker and often as a hospital worker. Male students 
regarded the medical assistant in the hospital as an assistant to the doctor, 
whereas the female students regarded the medical assistant as a help to the 
nursing staff. While discussing the perceived role of the medical auxiliary 
in regard to public health in particular, it was found, first, that student 
medical auxiliaries frequently identified preventive activities with health 
education. Second, they ranked clinical subjects in the course far higher 
than preventive medicine and moreover, they tended to emphasize the 
importance of the latter subject more than their interest in it. Third, students 
and graduates had a limited concept of the medical auxiliary's involvement 
in public health and also of the possibilities for cooperation with other 
village development agencies. Fourth, they had rather negative attitudes 
towards the people's use of traditional medicine and towards cooperation 
with the traditional doctor. Fifth, essays written by student medical auxilia-
ries in Mwanza region showed a tendency to characterize the rural popula-
tion as traditionally oriented. They also revealed a patronizing approach 
towards this section of the population. 
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The research findings are then discussed against the background of an 
analysis of the orientation of the health system at large. A first observation 
in this respect was that, although the pattern of resource allocation had 
changed from the hospital to the primary care sector, the value system 
underlying the hospital-based structure was still dominant, both among 
health workers as well as health administrators and the general public. 
Moreover, the hierarchy of health workers that had developed within this 
structure, appeared to be incompatible with the policy of basic rural health 
and preventive work. A second observation related to the community 
orientation of health workers. It was argued that the idea of the harmonious 
community resembling the 'traditional small-scale society' was still prevalent 
in the health sector, as was shown by the adoption of the opinion-leaders 
approach in health innovation without the establishment of its validity. 
Attention was also given to the negative attitudes among government staff 
involved in local development activities towards the rural population. It was 
concluded that the development orientation of workers in the health system 
and their working methods presented major obstacles to rural health devel-
opment. 
The final section of this chapter discussed some suggestions in regard to 
the selection of student medical auxiliaries, the organization of their training 
centres and their curriculum. 
Chapter 5 presented some implications that emerged from our study, both 
at the theoretical and the policy level. Its theoretical significance is that it 
has offered a new interpretation of the problems of rural health development 
by emphasizing the importance of structural factors in the health system it-
self. At the same time, it has shown the inadequacy of existing theories of 
health development in third world countries. In particular, it has criticized 
theories that base themselves on assumptions of peasant ignorance and 
traditionally to explain the lack of rural health development. It also 
seriously called into question the validity of another interpretation commonly 
held by health administrators and health economists, who often regard the 
scarcity of financial resources as the main obstacles to health development, 
and expect problems to be solved by economic measures. Our findings, it 
was argued, called for a reorientation of medical sociology in developing 
countries, both in support of rural development policy and rural health 
training. 
Following this, policy implications were discussed with regard to Tanzania 
and other developing countries. The efforts made by the Tanzanian govern-
ment in recent years to restructure the country's health services involving 
radical decisions in the political, economic and administrative fields, should 
be a warning to other developing countries that a balanced development of 
the health services cannot be achieved by merely increasing the financial 
resources. With regard to the general health policy in Tanzania it was 
concluded that the development of the rural health sector would need the 
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furthering of a process of politicization of the health service. With regard 
to the health care delivery system the need for a decentralized health 
service was re-emphasized and suggestions were made to improve the struc-
ture of access to health facilities. Finally, policy implications were dis-
cussed for the reorientation of medical auxiliaries and for improvements to 
be made in the selection and training of students. The need for teacher 
training programmes was also stressed. 
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Appendix 1. 
Interview schedule: Health institution-based study (All patients), (example as used during 
studies in Geita district) 
1. Patient number 
2. Serial number 
3. Type of visit 1. new case 
2. re-attendance 
4. Hospital 










0. 0-10 days 
1. 11-365 days 
2. 1-2 years 
3. 3-5 years 
4. 6-10 years 
A. Village (igunguli) 
B. Region/district 
1. Mwanza district 
2. Geita district 
3. Kwimba district 









5. 11-15 years 
6. 16-30 years 
7. 31-45 years 
8. 46 and over 
5. Shinyanga region 
6. West Lake region 
7. Mara region 
8. Other region 
C. Division/subdivision [baraza) 




2. BUKWIMBA/KHARUMWA 6. 
2.1 Bukwimba 



















4. GE1TA TOWN 




10. Date of visit 
11. Diagnosis 





3. Other tribe. 
4. moslem 
5. other religion. 
24. malaria 
















12. Duration of the complaint 
1. immediately 
2. 1 day till 1 week 
3 1 week till 1 month 
4. 1 month till 1 year 
5. over one year 
13. Relevance of the moment of treatment 
1. in time 
2. late, up to one week 
3. late, between 1 week and 1 month 
4. late, more than 1 month 
5. irrelevant, chronic complaint 
14. Relevance of the place of treatment 
1. proper place (including referrals) 
2. suitable for treatment at lower level 
3. suitable for self-medication 





81. ulcer/cellulitis/itching skin 
82. abscess 
83. arthritis/rheumatic pains 
87. fever of unknown origin 
88. examination without 
treatment 





Interview schedule: Health institution-based study (Sample of patients) 
15 Patient number 
16 Serial number 
17 Education 
18 Means of transport 
19 Time spent on travelling 
20 Costs of transpon (single 
1 no formal education 
2 standard 1-4 
3 standard 5-8 
4 secondary education 
1 on foot 
2 by bicycle 
3 by bus 
1 less than one hour 
2 1 hour 
3 2 hours, etc 
fare) 
1 nil 
2 less than 2/-
3 21- and 3/-
4 4/- and 5/-
5 6/-and 7/-
6 8/-and 9/-
7 10/- and over 
21 Who brought you to this medical unit'1 
1 nobody 
2 family of father/husband 
3 family of mothei /wife 
4 other 
22 Is this unit the nearest to your home7 
1 If not, which is the nearest9 
Have you been there for this complaint'' 
- no 
- yes, but there were no medicines 
- yes, but I was referred 
- yes, other reasons 
2 Yes 
23 Did you go to another medical unit with THIS complaint'' 
1 No 
2 Yes, to the traditional doctor in 
3 Yes, to the health centre in 
4 Yes, to the hospital in 
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24. Did you use medicine for THIS disease? and where did you get it? 
1. No 
2. Yes, from a medical unit 
3. Yes, from the shop 
4. Yes, from the traditional doctor 
5. Yes, home made medicine 
6. Yes, from other sources 
25. Have you ever visited one of the following hospitals/health centres in Mwanza region 
for treatment (list of places)? 
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Interview schedule: Population-based study 
(list of topics) 








8. Migration history of head of household 
9. Migration history of his wife 
SECTION II. THE HOUSEHOLD: ECONOMIC DATA 
1. Number of houses and type of roof. 
2. Acreage per crop; 
Amount of money received for cotton in last year 
3. Did you or members of the household spend money on treatment or medicine 
since the last harvesting of cotton? 
If yes, for which purpose? 
4. Do you have cattle? 
If yes, how many cattle? 
5. Do you have a bicycle? 
6. Do you have a radio? 
SECTION III. DISEASES AND THEIR TREATMENT 
1. What kind of things worry you most as you think about your children growing up? 
2. In your village, which are the 3 most serious kinds of sickness 
- that children get? 
- that adults get? 
3. Did you or your children suffer from illness during last year? 
4. Name of the disease in Kisukuma (if any)? 
5. Which were the symptoms (what was felt or seen)? 
6. In your opinion which is the cause of the disease? 
7. How can you avoid getting the disease? 
8. Did the patient go for treatment? 
If so, where did he go (in chronological order) and why? 
9. Was the medical unit first chosen for treatment the nearest to the patient's home? 
If not, why did he/she not go there? 
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10a. In your opinion, which is the cause of the following diseases: malaria, tuberculo­
sis, diarrhoea, leprosy, schistosomiasis, chest pain, measles, whooping cough, epi­
lepsy, poliomyelitis, abdominal pain? 
10b. Suppose you or your children are suffering from one of these diseases, where 
would you go for treatment? 
10c. Did you or your children happen to suffer from any of the diseases mentioned? 
If so, where did you or your children go for treatment? 
11. Have your children been vaccinated? Which child, at which age and at which 
medical unit? 
12. Attendance at a children's clinic. 
For which child and where? 
13. Attendance at an antenatal clinic. 
For which child and where? 
14a. Do you or members of your household usually go to Kahangala health centre? 
14b. Which was the last time? 
14c. For which disease? 
15. Do you know of other medical units in the vicinity apart from Kahangala health 
centre? 
16. In your opinion, is there a difference between Kahangala health centre and Sumve 
hospital (in staff, medicine, duties)7 
17. Are there specific diseases which your preferably would have treated at the hospi­
tal, health centre, traditional doctor, by yourself? 
18. Have you or your children ever been to one of the following nearby hospitals, 
health centres, dispensaries (list of places)? 
19. In your opinion, is there a difference in treatment between a government and a 
mission hospital? In what way? 
20. Which of the following medical workers contribute most to the health develop­
ment of the area (in which order)? 
a. Midwife; b. Nurse; с Traditional doctor; d. Health auxiliary; e. Rural medical 
aid. 
21. Which of the following workers contribute most the development of the area (in 
which order)? 
a. Tanu officer; b. Teacher; с Rural medical aid; d. Leader of the Kinamhala (old 
men's society); e. Traditional doctor. 
SECTION IV. PUBLIC HEALTH FACILITIES 
1. Which type of water sources are you using and for which purpose? 
2. How many households are sharing your drinking pond? 
3. Which are the water sources in use; which are being cleaned out, and by whom? 
4. Do you have complaints about the water supply (quantity and quality)? 
5. Do you have a latrine? 
If not, why not? 
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5. Standard of education; government/mission school 
6. Father's occupation 
7. Father's position in the village or town 
(for example in the village development committee, cotton council, church organi­
zation, school board, etc.) 
8. Occupation of eldest brother 
9. Did you have a job before you started this study? 
if yes: which job(s), by whom employed and during which period? 
why did you change to Rural Medical Aid? 
if no: when you completed your last standard, where there other jobs you would 
like to perform at that moment? 
why did you ultimately choose Rural Medical Aid? 
10. Who is sponsoring your training? 
11. Are there people in your family who have one of the following occupations: 
nurse, doctor, rural medical aid, midwife, medical assistant, health inspector? 
12. How did you get your first information about this training school? 
13. These are some reasons which may play an important role in the decision to be­
come a Rural Medical Aid. Mark each reason according to your preference. 
a. an interesting job 
b. the chance to help people 
с a good salary 
d. to work with doctors 
e. to be respected by the people. 
14a. Which of the following medical professions give the most important contribution 
to the health development of the country? 
a. nurse 
b. traditional doctor 
с health inspector (officer) 
d. rural medical aid 
e. doctor in the hospital 
f. medical assistant 
g. midwife 
b. Explain your mark 1. 
15. Which of the following professions give the most important contribution to the de­
velopment of the village? 
a. teacher 
b. clerk 
c. traditional doctor 
d. Tanu secretary 
170 
e. village headman 
f. rural medical aid 
16. How long do these officers generally work every day? 
17. In your opinion, which are the most important problems in the field of health in 
Tanzania? List 5 subjects. 
18. a. Which two subjects in the course are the most interesting to you? 
b. Which two subjects are the less interesting? 
19. a. Which two subjects in the course are the most important for the work of the 
Rural Medical Aid? 
b. Which are the less important? 
20. Suppose you are a Rural Medical Aid in charge of a dispensary in a village. 
Would the following activities be among your duties? 
a. smallpox vaccination of school children? yes/no 
b. construction and maintenance of water wells? yes/no 
с mother and child health clinics? yes/no 
d. home visits? yes/no 
e. administration? yes/no 
f. health education in the village? yes/no 
21. Where would you prefer to work after you have completed your training? 
a. in a hospital 
b. in a health centre 
с in a dispensary 
22. Mark the correct or the best answer only. 
the difference between a dispensary and a health centre is: 
a. a dispensary has less patients than a health centre 
b. the dispensary staff have lower salaries than the health centre staff 
c. a dispensary deals with sick people only, whereas a health centre cares for sick 
and healthy people 
d. a health centre is in a big village, a dispensary in a small village 
23. Suppose your are a Rural Medical Aid in charge of a dispensary. Would the 
following activities be among your duties? 
a. meetings with ten-cell leaders? yes/no 
b. cooperation with maendeleo (community development)? yes/no 
с visits to schools? yes/no 
d. participation in agricultural shows? yes/no 
e. participation in adult education classes? yes/no 
f. discussions with the doctor in the hospital? yes/no 
24. a. As you may be aware, many people go to the traditional doctor or use local 
medicines. What is your opinion on these issues? 
b. Do you think it useful to cooperate as a Rural Medical Aid with the traditional 
doctor in your village? 
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Deze studie is tot stand gekomen in het kader van een onderwijs- en onder-
zoeksprojekt op het gebied van de openbare gezondheidszorg ten behoeve 
van het platteland, dat van 1969 tot 1973 in het Mwanza-gebied, Tanzania, 
werd uitgevoerd. 
Het doel ervan is een beschrijving te geven van de ontwikkeling van de 
gezondheidszorg op het platteland in Tanzania en de faktoren die deze ont-
wikkeling belemmeren te analyseren. Zij onderscheidt zich van andere so-
ciaal-wetenschappelijke studies op het gebied van de gezondheidszorg in 
ontwikkelingslanden inzoverre zij zich bij de bestudering van deze belem-
merende faktoren niet zozeer richt op het doen en laten van de plattelands-
bevolking als wel op het funktioneren van het systeem van de gezondheids-
zorg. 
Binnen het aldus aangegeven kader wordt de problematiek van de ont-
wikkeling van de plattelandsgezondheidszorg op drie verschillende wijzen in 
beschouwing genomen: ten eerste, aan de hand van een historische studie 
van het sociaal-ekonomische ontwikkelingsbeleid van de regering in het al-
gemeen en het gezondheidsbeleid in het bijzonder; ten tweede, via een onder-
zoek naar de voornaamste knelpunten in de hedendaagse medische dienst-
verlening; ten derde, door middel van een analyse van het praktisch werk en 
de opleiding van medische hulpkrachten als mogelijke belemmerende fak-
toren. 
Alvorens in te gaan op het ontwikkelingsbeleid van de overheid wordt in 
hoofdstuk 1 een uiteenzetting gegeven van het doel en de achtergrond van 
deze studie, en vervolgens een poging ondernomen de rol van de sociale 
wetenschappen in de ontwikkeling van de gezondheidszorg in Oost-Afrika in 
het algemeen en in Tanzania in het bijzonder aan te geven. Uit de bestudering 
van literatuurgegevens blijkt dat met name de antropologie in het verleden 
sterk geïnteresseerd was in het traditionele medische systeem en dat meer 
recentelijk aandacht wordt besteed door zowel medici als sociale weten-
schappers aan sociale en kulturele aspekten van ziekte. Tot nu toe bestond 
echter weinig of geen belangstelling voor de moderne gezondheidszorg als 
systeem. Gekonkludeerd wordt dat sociale wetenschappers geen reëele bij-
dragen hebben geleverd aan het gezondheidsbeleid van Oost-Afrikaanse 
landen. 
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Hoofdstuk 2 geeft een historisch overzicht van het gezondheidsbeleid binnen 
het raam van het totale ontwikkelingsbeleid zowel gedurende de koloniale 
periode als na de onafhankelijkheid in 1961. Allereerst wordt beschreven 
hoe in de periode vóór de Tweede Wereldoorlog de op export gerichte eko-
nomie van de koloniale overheid leidde tot een onevenwichtige ontwikkeling 
van de verschillende regio's. Voorts wordt uiteengezet hoe de bestuurlijke 
indeling van het land in stedelijke gebieden onder gezag van de Europese 
centrale overheid enerzijds en plattelandsgebieden onder toezicht van de 
Afrikaanse lagere overheden anderzijds vooral de stedelijke ontwikkeling 
ten goede kwam. Tevens wordt toegelicht hoe het toenmalige belasting-
stelsel deze vormen van ongelijke ontwikkeling versterkte. 
Vervolgens komt het gezondheidsbeleid in deze periode ter sprake. Het 
meest opvallende van de koloniale gezondheidsdienst was het bestaan van 
twee kwalitatief verschillende systemen van gezondheidszorg, te weten 
ziekenhuizen voornamelijk ten behoeve van de stedelijke bevolking en eerste 
hulp-posten (dispensaries) voor de plattelandsbevolking. Bovendien werd 
met betrekking tot financiële middelen en mankracht prioriteit gegeven aan 
de ziekenhuissektor. De gezondheidszorg op het platteland ontving geen 
financiële hulp. 
Hierna wordt uiteengezet hoe, als gevolg van een veranderde houding ten 
aanzien van ontwikkelingslanden tijdens en na de Tweede Wereldoorlog, 
meer aandacht werd geschonken aan de sociale ontwikkeling van het land 
inklusief de ontwikkeling van de gezondheidszorg, maar dat de plattelands-
sektor hierbij volledig buiten beschouwing bleef. Internationale ekonomischc 
ontwikkelingen en interne politieke verschuivingen tegen het eind van de 
vijftiger jaren verslechterden de positie van de gezondheidszorg. Pogingen 
in dezelfde periode om de gezondheidszorg op het platteland te verbeteren 
door de bouw van een netwerk van gezondheidscentra mislukten door een 
geringe belangstelling voor preventie bij medische instanties en een gebrek 
aan financiële middelen bij lagere overheden. 
Tenslotte wordt beschreven hoe in de periode na de onafhankelijkheid 
de gezondheidszorg op het platteland meer in de aandacht kwam, maar pas 
reëele verbeteringen onderging na een radikale koerswijziging in de regerings-
politiek tegen het einde van de zestiger jaren. Het nieuwe ontwikkelings-
beleid richt zich primair op het platteland, hetgeen op het terrein van de 
gezondheidszorg tot uiting komt in de grote nadruk op eerste lijns-voor-
zieningen, in de sterke stijging van het aantal scholen voor hulpkrachten ten 
behoeve van de gezondheidszorg ten plattelande, en in de invoering van 
mobiele diensten en medische voorzieningen op dorpsniveau. 
Hoofdstuk 3 bevat een studie van een aantal knelpunten in de medische 
dienstverlening ten behoeve van het platteland. Eerst wordt met behulp van 
bestaand statistisch materiaal een analyse gegeven van de spreiding van de 
onderscheiden voorzieningen over het land als geheel. Aangetoond wordt 
dat er nog grote verschillen bestaan in de spreiding van voorzieningen tus-
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sen stedelijke en plattelandsgebieden en tussen de regio's onderling. De rest 
van dit hoofdstuk wordt gewijd aan beschouwingen over het gebruik van 
medische voorzieningen door de bevolking. Begonnen wordt met een over-
zicht van de literatuur, met name die van antropologische zijde. Hieruit 
blijkt dat er lange tijd een sterke neiging heeft bestaan de plattelandsbevol-
king af te schilderen als overwegend gericht op traditionele medische voor-
zieningen, de stedelijke bevolking, en in het algemeen personen met een 
hogere sociaal-ekonomische positie, als gericht op moderne medische voor-
zieningen. Beweerd wordt dat deze benadering het gevolg is van de voor-
keur van antropologische onderzoekers voor de bestudering van traditionele 
aspekten van plattelandssamenlevingen door middel van dorpsstudies. 
Hierna wordt verslag gedaan van een aantal eigen onderzoekingen naar 
het gebruik van medische voorzieningen in het Mwanza-gebied, waarbij de 
gegevens behalve door middel van een dorpsstudie, vooral door middel van 
onderzoek in de medische instellingen zelf verkregen werden. Dit onderzoek 
werd verricht onder poliklinische patiënten in 7 ziekenhuizen, 2 gezondheids-
centra en 2 eerste hulp-posten. De dorpsstudie omvatte 131 gezinnen. 
Het voornaamste doel van de onderzoekingen was een beeld te geven van 
het gebruik van moderne medische voorzieningen en vast te stellen welke 
faktoren dit gebruik bepalen. Hierbij werden zowel kenmerken van de be-
volking als van het dienstverleningsapparaat in beschouwing genomen. 
Drie kategorieën van variabelen werden onderzocht. De eerste kategorie 
betreft kenmerken van de gezondheidsdienst, in het bijzonder de geografische 
en de financiële toegankelijkheid. Aangetoond wordt dat deze variabelen 
belangrijke determinanten van het gebruik van moderne voorzieningen zijn. 
Het rayon van een eerste hulp-post wordt geschat op maximaal 6 km, dat 
van een gezondheidscentrum op bijna 15 km, dat van een stedelijk zieken-
huis op ongeveer 7 km en dat van een plattelandsziekenhuis op tussen de 
30 en 60 km. Missieziekenhuizen geven, in tegenstelling tot regeringszieken-
huizen, geen gratis medische verzorging, waardoor zich hier veel minder 
patiënten voor behandeling melden. 
Een tweede kategorie van variabelen heeft betrekking op kenmerken van 
de bevolking zoals onderwijs-niveau, godsdienstige overtuiging alsmede be-
roep en inkomen. Het onderzoek toont aan dat onderwijs en godsdienst geen 
invloed hebben op de keuze tussen een missie- of regeringsziekenhuis, een 
stedelijk of plattelandsziekenhuis, noch op de keuze tussen een voorziening 
van een hoger of een lager echelon. Uit de dorpsstudie blijkt dat gezins-
hoofden met een meer dan gemiddeld inkomen en in het bezit van vee relatief 
frequenter uitgaven doen voor voorzieningen van missieziekenhuizen, par-
tikuliere artsen en traditionele geneeskundigen. 
Een derde kategorie van variabelen, eveneens betrekking hebbend op ken-
merken van de bevolking, omvat verschillende aspekten van ziekte. Gewezen 
wordt op de geringe verschillen in het klachtenpatroon, of het geheel ont-
breken van klachten bij patiënten die zich in de onderscheiden voorzieningen 
melden. Bovendien blijken in het algemeen lichte aandoeningen te over-
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heersen; zelfs van patiënten die een ziekenhuis bezoeken is dit bezoek me-
disch gezien slechts in een kleine minderheid van de gevallen gerechtvaar-
digd. In dit verband wordt gewezen op het slecht funktioneren van het alom 
gepropageerde verwijzingssysteem. Tussen de 30 en 50% van de patiënten 
lijdt aan infectieuze en parasitaire ziekten, hetgeen de noodzaak van meer 
preventieve aktiviteiten onderstreept. Verder wordt in de dorpsstudie de 
relatie bestudeerd tussen opvattingen van de bevolking over ziekte en ziekte-
oorzaken enerzijds en het gebruik van moderne en traditionele medische 
voorzieningen anderzijds. 
Uit deze onderzoekingen blijkt de beperkte geldigheid van de moderni-
seringstheorie volgens welke het gebruik van moderne medische voorzienin-
gen zou samenhangen met een relatief hoog sociaal-ekonomisch en onder-
wijs-niveau van de bevolking. Op beleidsniveau leidt deze theorie tot het 
propageren van veranderingen in de opvattingen en houdingen van het min-
der gemoderniseerde deel van de bevolking, in het bijzonder de plattelands-
bevolking. Daarentegen pleiten onze bevindingen primair voor veranderin-
gen in het systeem van de gezondheidszorg zelf, in het bijzonder voor een 
verbetering van de toegankelijkheid van de voorzieningen. 
In hoofdstuk 4 wordt aandacht besteed aan de rol van het beleid inzake 
medische mankracht en van de opleiding van medische hulpkrachten, te 
weten medical assistants en rural medical aids, in de ontwikkeling van de 
plattelandsgezondheidszorg. Uit een historische studie van het overheids-
beleid inzake medische mankracht blijkt de nadruk, gedurende het koloniale 
tijdperk en ook na de onafhankelijkheid, op ziekenhuispersoneel, in het bij-
zonder op artsen, terwijl medische hulpkrachten bestemd voor het platte-
land daarentegen pas sinds de politieke wijzigingen op het eind van de 
zestiger jaren een centrale plaats in de gezondheidszorg zijn gaan innemen. 
Ook wordt duidelijk dat medische instanties en opleidingsinstituten in de 
laatste jaren zijn gaan wijzen op de noodzaak van wijzigingen in de taak-
uitoefening van medische hulpkrachten in de zin van meer dorpsgericht en 
preventief werk. 
Hierna worden de resultaten besproken van een onderzoek naar de sociale 
achtergrond alsmede de houding ten aanzien van preventief en dorpsgericht 
werk, welk onderzoek in een aantal opleidingscentra voor medische hulp-
krachten en onder afgestudeerden werd uitgevoerd. Het blijkt dat in de 
meeste scholen voor rural medical aids een zekere voorkeur bestaat voor 
studenten met een hoger opleidingsniveau dan het vereiste, en dat zowel af-
gestudeerden als studenten een koloniaal systeem van algemeen onderwijs 
hebben gevolgd. Een relatief groot aantal van dezen is afkomstig uit een niet-
agrarisch gezin. Bovendien geven de selektie-instanties ten behoeve van de 
opleiding van rural medical aids blijk van een sterke voorkeur voor kandi-
daten die tevoren reeds als niet-gekwalificeerd personeel in overwegend 
kuratief gerichte instellingen werkzaam waren. 
De gerichtheid op preventief en dorpswerk werd onderzocht aan de hand 
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van opvattingen over de status en de rol van de medische hulpkracht als-
mede aan de hand van de beeldvorming ten aanzien van de plattelands-
bevolking. Allereerst wordt aangetoond dat mannelijke respondenten de 
medische hulpkracht boven de verpleegkundige plaatsen, terwijl vrouwelijke 
respondenten deze hulpkracht sterk vereenzelvigen met de verpleegkundige. 
Voorts blijkt dat rural medical aid studenten de medical assistant primair 
zien als een kuratieve werker en vaak als een ziekenhuisgebonden werker. 
Bovendien blijkt uit een analyse van de rolopvattingen ten aanzien van de 
medische hulpkracht, in het bijzonder op het gebied van de openbare ge-
zondheidszorg, onder meer dat studenten het vak preventieve geneeskunde 
in het onderwijs relatief laag waarderen en dat zowel studenten als afgestu-
deerden een beperkte opvatting hebben over de inschakeling van de medische 
hulpkracht in de openbare gezondheidszorg alsmede over diens mogelijk-
heden van samenwerking met andere instellingen en personen betrokken bij 
het ontwikkelingswerk in de dorpen. 
Tenslotte wordt een beschrijving gegeven van de negatieve beeldvorming 
ten aanzien van de plattelandsbevolking; deze wordt door studenten vaak 
afgeschilderd als traditioneel en onwetend. Ten opzichte van deze bevolking 
wordt gemakkelijk een paternalistische houding aangenomen. 
Deze onderzoeksresultaten worden vervolgens in verband gebracht met 
bepaalde waarden die er ten aanzien van de gezondheidszorg bestaan, met 
name met betrekking tot preventief en eerste lijns-werk op het platteland 
enerzijds en de sociale oriëntatie op de plattelandsgemeenschap anderzijds. 
Een eerste konklusie is dat, hoewel de toewijzing van middelen in toenemen-
de mate ten goede is gekomen aan eerste lijns-voorzieningen, een waarden-
systeem is blijven overheersen dat gebaseerd is op ziekenhuisgeneeskunde. 
Een tweede konklusie is dat het denken over gemeenschapsgezondheidszorg 
in ontwikkelingslanden vaak getuigt van een romantische kijk op de platte-
landsbevolking, zoals onder meer blijkt uit de voorkeur voor de benadering 
van deze bevolking door middel van 'opinie-leiders', aan welke benadering 
elitaire trekken echter niet vreemd zijn. Recente studies in Oost-Afrika wijzen 
bovendien op het bestaan van belangentegenstellingen tussen de vertegen-
woordigers van de ministeries (waaronder dat van gezondheidszorg) werk-
zaam op lokaal niveau en de grote massa van de bevolking alsmede op de 
nadelige gevolgen hiervan voor de ontwikkeling van het platteland. 
De bevindingen van dit deel van de studie tonen aan dat ook het optreden 
van medische hulpkrachten alsmede hun opleiding knelpunten vormen in de 
ontwikkeling van de plattelandsgezondheidszorg. 
In hoofdstuk 5 worden de belangrijkste theoretische en beleidskonklusies van 
deze studie besproken. De theoretische betekenis van deze studie is vooral 
gelegen in het feit dat zij een nieuwe interpretatie biedt van de problematiek 
van de plattelandsgezondheidszorg. Volgens deze interpretatie oefenen struk-
turele faktoren in het systeem van de gezondheidszorg een belangrijke in-
vloed uit op deze problematiek. Tevens wordt een kritiek geleverd op gang-
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bare ontwikkelingstheorieën op het gebied van de gezondheidszorg, in het 
bijzonder op de theorie welke de problematiek van de plattelandsgezond-
heidszorg vooral tracht te verklaren vanuit de houding van de boerenbevol-
king, als op de theorie welke deze problematiek toeschrijft aan gebrek aan 
geld en mankracht. De studie bepleit de noodzaak van een heroriëntatie van 
de medische sociologie in ontwikkelingslanden. 
De beleidskonklusies betreffen zowel Tanzania als andere ontwikkelings-
landen. De voornaamste beleidsoverweging voor andere ontwikkelingslanden 
is dat de ontwikkeling van de plattelandsgezondheidszorg niet te realiseren is 
zonder ingrijpende veranderingen in het totale maatschappelijke bestel. Wat 
het Tanzaniaanse gezondheidsbeleid in het algemeen betreft wordt gewezen 
op de noodzaak van een verdergaande politisering van de gezondheidszorg. 
Verder wordt de betekenis beklemtoond van een sterk gedecentraliseerd 
systeem van gezondheidszorg en worden suggesties gedaan ter verbetering 
van de toegankelijkheid van de voorzieningen. Tenslotte worden voorstellen 
gedaan inzake de selektie en de opleiding van medische hulpkrachten. 
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medical sociology. 
Verrichtte onderzoek in Tanzania onder meer op het gebied van de struktuur 
van de gezondheidszorg en naar sociale faktoren in verband met de besmet-
ting met en beheersing van bilharzia. 
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Map 1. Regions and districts of Tanzania, 1970. 
Stellingen 
ι 
De hulpverlening aan ontwikkelingslanden op het terrein van de gezond­
heidszorg zou zich voornamelijk moeten richten op de uitbouw van eerste 
lijns-voorzieningen. 
II 
Beoefenaren van de sociale wetenschappen werkzaam in ontwikkelingslanden 
hebben onvoldoende oog voor mogelijke onderwijstaken. 
III 
Inzicht in de historische ontwikkeling van de gezondheidszorg in landen van 
de derde wereld is ook voor het hedendaagse gezondheidsbeleid van deze 
landen van betekenis. 
IV 
In de literatuur over de arts-patiënt-relatie in de ontwikkelingslanden wordt 
deze relatie in het algemeen slechts beschreven vanuit het standpunt van de 
westerse en niet vanuit dat van de inheemse arts. 
(Cfr. Foster, G.M., Problems of inter-cultural health programs, Social Science Research 
Council, Pamphlet 12, New York, 1958; Jansen, G., The doctor-patient relationship in 
an African tribal society, Van Gorcum, Assen, 1973). 
V 
Pogingen om in Nederland interuniversitaire samenwerkingsprojekten op te 
zetten ten behoeve van sociaal-wetenschappelijk onderzoek op het terrein 
van de gezondheidszorg in ontwikkelingslanden hebben tot nu toe gefaald. 
De belangrijkste oorzaak hiervan is gelegen, niet in het ontbreken van de 
benodigde financiële middelen, maar in het laten prevaleren van het eigen-
belang van afzonderlijke instituten en/of vertegenwoordigers ervan. 

VI 
De invloed van migratie op de verspreiding van bilharzia is nog onvoldoende 
bestudeerd. 
(Cfr. Sandbach, F.R. - Preventing schistosomiasis: a critical assessment of present 
policy, Soc. Sci. & Med., 9, 1975, 517-527). 
VII 
Het is te wensen dat door de recente ontdekking van de blote-voeten-dokter 
in ontwikkelingslanden de aandacht voor de blote-voeten-patiënt zal toe-
nemen. 
VIII 
Zogenaamde pilot-projekten ter verbetering van de plattelandsgezondheids-
zorg in ontwikkelingslanden hebben in het algemeen als bezwaar dat zij over 
relatief veel mankracht en financiële middelen beschikken en daardoor hun 
betekenis als model verliezen. 
IX 
De subsidieëring van peuterspeelzalen leidt niet noodzakelijk tot een toe-
nemend gebruik van deze zalen door kinderen uit minder draagkrachtige 
milieus. 
X 
De wijze waarop de echtgenote van een gepromoveerde tijdens de laudatio 
van de promotor wordt toegesproken getuigt vaak van een traditionele rol-
opvatting van de vrouw. 
Stellingen behorende bij het proefschrift van G.M. van Etten "Rural Health Devel-
opment in Tanzania", Nijmegen, 1976. 
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